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Francis Glisson 


OW that we are all so much inter- 
ested in the conditions affecting 


babies and are devoting so much 
attention to the deficiency diseases from 
which they may suffer, it is difficult, espe- 
cially for the younger physicians, to 
remember that there was a time when no 
one knew that rickets and scurvy are im- 
portant maladies of infancy; and it is in- 
teresting to look back to the great British 
physiologist and pathologist who first 
described these affections. 

Francis Glisson was born in Rampisham, 
Dorsetshire, England, in 1597, and was 
graduated from Cambridge University, in 
which institution he was Regius Professor 
of Physic (what we would now call the 
practice of medicine) for forty years. He 
was also one of the founders of the Royal 
Society and was president of the Royal 
College of Physicians from 1667 to 1669. 

His work as an anatomist, physiologist 
and pathologist was warmly praised by his 
younger, and now more famous, contemp- 
orary, Malpighi, and equally so by the more 
recent Haller (18th century) and Virchow. 
It was he who first described the capsule 
of the liver, which we call by his name 
today, and the circulation of that organ. 


He wrote 
account of 
fantile 


the original and classic 
infantile rickets and _ in- 
(Barlow's disease) in 
1650. The earlier pamphlet on the same 
subject, by Daniel Whistler, was not based 
upon original studies, and the material it 
contained was probably obtained from 
Glisson. Like all scientific treatises of that 
time, it was written in Latin. He was also 
the first to use the suspension treatment of 
spinal diseases and deformities, so he is 
entitled to remembrance by the ortho- 
pedists. 

Although the renowned Swiss physiol- 
ogist, von Haller, brought the property of 
irritability of all human tissues to the 
world’s attention, Glisson was before him 
in recognizing and describing this prop- 
erty; but because his ideas concerning it 
were wholly metaphysical and were tied 
up with the popular conceptions of “vital 
spirits’ which were current at that time, 
the physiologists of his day gave them little 
attention. 

Glisson lived to the good old age of 
eighty years, a sound, substantial citizen 
and scientist and one of the ornaments 
of the medical profession in the seventeenth 
century. 


scurvy 
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THE WorLD AND THE Doctor 
Wu Father Hippocrates was prac- 


ticing the art which made his name 
immortal, the world was a queer little flat 
expanse of terra firma, centering around 
the Mediterranean Sea. Greece was the 
axis of the universe. Egypt was well 
known; also Carthage and parts of Asia 
Minor and India. To the south was a 
fabulous country, reputed to be populated 
by tribes of dwarfs and giants and “men 
whose heads do grow beneath their 
shoulders”; to the north lay the home of 
the almost equally fabulous Teutonic 
barbarians —the Goths, Vandals, Angles 
and Saxons; toward the sunrise, rumor had 
it that there was a mysterious land called 
Cathay; and out beyond the Pillars of 
Hercules, a vast body of water extended 
to the world’s edge. 


These were the conditions underfoot and 
round about. Overhead, the sky was 
stretched like a circus tent, with one big 


lantern (which was lowered or extinguished 


at night) to light up the day, and 
thousands of tiny candles to mitigate the 
stygian darkness of the night. God was 
a gigantic man (or a group of similar men 
and women), with parts and organs and 
desires and passions like human beings, and 
an infinite capacity for hate and revenge, 
as well as for love and helpfulness. 


Whenever some observant and thought- 
ful individual, like Socrates, actually dis- 
covered some of the truths which make up 
the background of our lives and attempted 
to promulgate them, his activities were 
summarily brought to a close with a 
beaker of hemlock or by some other igno- 
minious means. It was a small, compact, 
simple little world, about which no one 
was supposed (or permitted, if the author- 
ities could help it) to know more than 
enough to earn his daily bread. Even 
great Caesar had a prejudice against having 
thinkers, like Cassius, in his immediate 
vicinity. 


Now things have broadened out con- 
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siderably (though at present, according to 
Edison, we do not know more than one- 
tenth of one percent of what is to be 
known about this our universe) and the 
thinker is coming to be recognized as an 
important and valuable member of society. 


In our increasingly complex surround- 
ings, the peculiar feature of the present 
generation is specialization, because, they 
say, it is fruitless for a man to attempt 
to know anything about matters which do 
not affect his pocket-book. And so we are 
becoming an intolerant, inept, uninterest- 
ing race of beings, each with an uncanny 
knowledge of one small group of facts, the 
rest of the cosmos being represented in his 
scheme of things by a hiatus of abysmal 
ignorance. 


Once upon a time the doctor was a 
fountain of wisdom and an outstanding 
man in his community. He knew more 
about almost everything than did the pa- 
tients who came to him for help, and was 
respected accordingly. Moreover, he was 
not vexed with economic and ethical prob- 
lems. His patients lovingly and eagerly 
took care of the former and, being a cul- 
tured gentleman, the latter never entered 
his field of vision. 

The present predicament of the medical 
profession is due, in large measure, to the 
fact that, in our zeal to worship at the 
altar of the great god specialism, we have 
so far neglected the acquirement of gen- 
eral knowledge that the public has caught 
up with us and, in many instances, left 
us behind. Our pedestal is cracked and 
toppling and scarce anyone feels too poor 
or unworthy to do us dishonor. 

Since most of the other remedies which 
have been proposed to rescue us from State 
Medicine and other similar hobgoblins have 
failed or are failing to accomplish that 
purpose, it might be worth while to try 
the experiment of patching up our pedestal © 
and climbing back upon it once more. That 
is something we will have to do for our. 
selves and individually, if we want it done, 
because no one is going to put us there 
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against our will or just for the fun of it. 


Before we are surgeons, or pediatricians, 
or gynecologists or internists or what not, 
we are all human beings, and to be good 
ones is a science and an art—a worthy 
profession in itself and the basis of all 
other professions. 


An infinite variety of avenues for the 
acquirement of knowledge and culture 
stretch before us these days. Orthodox 
science, in its broader aspects, has out- 
stripped the wildest dreams of our grand- 
parents—or even our parents—and_ phil- 
osophy is constantly pushing back the veil 
between the seen and the unseen and 
showing us thrilling vistas of possibilities 
for research in new directions. 


The intricate patterns and processes of 
modern living provide vast fields for the 
study of the mechanism and activities of 
the human psyche, alone and in its rela- 
tion to other souls, and we have psychology, 
sociology and domestic and world politics 
to delve into. 


And then there are the arts — music, 
painting, sculpture, literature (in our own 
and foreign languages) and, above all, the 
glorious and satisfying art of living, all 
clamoring to us to come and partake of 
the treasures which they offer so alluringly. 


All this says nothing of the resources 
for broadening and enriching the mind 
which lie in every man’s back yard. The 
stones, the grass, the bees, the flowers and 
the birds, all have stories to tell to the 
eager heart which, alone, have sufficed to 
fill the lives of many worthy men. 


The world — the universe — spreads 
around us, waiting to repay our interest 
and attention a thousandfold; and, because 
we refuse to open our eyes and our minds, 
and elect to flap our wings and crow upon 
our own little dung-hills, instead of be- 
coming men of the world, we are pushed 
and jostled and neglected and flouted— 
and we wonder what it is all about. 


Let us try the glorious experiment of 
coming out of our operating-rooms and 
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laboratories and other cubby-holes for a 
while and grasping enough of the world’s 
business to make us such men as others can 
and must admire and respect, and we need 
have no fear that people will fail to recog- 
nize us for what we are and give us their 
confidence and their love and all the ma- 
terial advantages which inevitably accrue 
to a high-minded, large-hearted, under- 
standing knower and helper of men. 
jcipiiaiaaaiiiaiaaaas 
Let us add to our nature a sensitiveness to art, 


and then we shall understand life with a fuller 
meaning.—C. JINARAJADASA, 


FIND THE OTHER CASE 
F TEN or a dozen cases of typhoid 


appear in a community of moderate 
size, the physicians and health authorities 
are all agog and proceed to comb the meta- 
phoric woods for the case or carrier who 
is spreading havoc among his fellow citi- 
zens. 

Perhaps our long familiarity with tuber- 
culosis, the tedious duration of the disease 
and the insidious character of its early 
manifestations have bred a certain degree 
of “contempt” (or, at least, carelessness) 
in dealing with it; but we must remember 
that, while our efforts in the past twenty- 
five years (as well as other circumstances) 
have demoted it to seventh place in the 
list of general causes of death, it is still 
the chief killer of young people in the first 
decade of adult life (fifteen to twenty-five 
years) and as such deserves our earnest 
and respectful attention. 

As in typhoid, every case of tuberculosis 
develops from an antecedent case, which, 
except in cases of bone and joint infections, 
which may be produced by the bovine 
type of the bacillus transmitted in milk, 
is present in another human being, with 
whom the patient has been in long and 
rather intimate contact. That, and not the 
exploded idea of heredity, is the reason 
why tuberculosis “runs in families.” 

Unless the causative case is found and 
contacts are broken, the spread of infec- 
tion will probably continue, so the job of 
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physicians, health officers, and nurses and 
social service workers, cooperating fully, 
is, in every instance, to find the other case. 


The miasma of fear and groundless 
shame which has so long surrounded the 
“great white plague” is gradually lifting, 
but the goal of a tuberculosis-free world 
cannot be reached until it is swept away 
altogether; and the most effective sweepers 
will be the general practitioners, who, in 
the vast majority of instances, see the pa- 
tient first. These men must educate the 
public, with the help of the health author- 
ities and the antituberculosis associations. 


This undertaking of finding the other 
case is not easy (though it is becoming 
¢asier), and may sometimes require the de- 
tective genius of a Sherlock Holmes. When- 
ever a case is recognized it should, at once, 
be reported to the health authorities (the 
physician who neglects this duty proves 
himself to be a bad citizen) and every 
person in the patient's environment should 
be meticulously studied for physical signs 
or laboratory evidence of tuberculosis, or 
both. If the condition is found, the action 
necessary in the circumstances should be 
taken, promptly and firmly. 


We must remember that the earliest 
manifestations of this malady are generally 
not discoverable by percussion and auscul- 
tation. A thorough and intelligently taken 
history is of great value. In children under 
fifteen years, a positive tuberculin reaction 
is of decided importance. All older per- 
sons (and many of the children, also) 
should be studied roentgenographically and 
by every other means at our disposal, in 
order to make a reliable diagnosis. 


The tuberculosis sanatorium is no longer 
merely a place for the custodial care of 
terminal cases of “consumption,” in indi- 
gent persons. It is more and more coming 
to be a place where the tuberculous indi- 
vidual may be “cured” or rendered free 
from symptoms and tubercle bacilli, and, 
in all cases, educated as to how to take care 
of himself and others, and thus rendered 
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a reasonably safe and self-sustaining mem- 
ber of society, provided his case is diag- 
nosed sufficiently early. 

The National Tuberculosis Association 
is starting a great and concerted effort 
along these lines on the first of April 
(which almost coincides with the fiftieth 
anniversary of Koch’s announcement of his 
discovery of the tubercle bacillus, in 
March, 1882) and is eager to secure the 
help of every physician in the country. To 
help us, they have prepared a pamphlet, 
“Tuberculosis Doesn't Just Happen,” in- 
tended to educate the public in some of 
these fundamentals. To help them, let us 
send for some of these circulars, (the ad- 
dress is 450 Seventh Ave., New York City) 
and distribute them among our patients 
and friends. 

Our first job is to educate ourselves 
along these lines; then we must act upon 
the knowledge we have acquired and pass 
it on to those whose opportunities for ob- 
taining such information are less than ours. 
Thus and only thus will we discharge our 
full duty to our patients, our profession 
and our country. 


Let people know the truth and the world will be 
safe.--A. Lincoln. 


Sex DETERMINATION 


- IS sometimes important, and many 
parents often consider it desirable, that 
children of a certain sex should be born 
at a certain time; but the ability to have 
boys or girls to order has been looked 
upon as a utopian dream, if not a direct 
flight in the face of a Providence which 
has been supposed to regulate such matters 
according to humanly-incalculable whims. 

Far back in the traditions and folk-lore 
of every race and people we find weird 
superstitions connected with the determin- 
ation of sex in the offspring. Certain 
positions assumed during coitus or, by the 
woman, immediately thereafter have been 
supposed to have such an influence; the 
Pennsylvania Germans have a superstition 
that if a man keeps his hat or boots on 
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during coitus, his wife will bear a son; 
so also the stage of the menstrual cycle, 
the phase of the moon, the relative degree 
of libido in the conjugal partners and their 
relative ages, as well as a host of other 
more or less ridiculous circumstances, have 
been credited with powers along this line. 


So far as we are able to discover, only 
one theory of sex control, which has a 
reasonable backing of observed facts to 
sustain it, has so far been promulgated. 
This was brought forward, in personal 
communications before medical societies, 
as early as 1900, and published generally, 
in 1917, in a book entitled, “The Causa- 
tion of Sex in Mas,"* by E. Rumley 
Dawson, L.R.C.P., M.R.C.S., whose con- 
nections indicate that he is or was an 
obstetrician of definite standing in England. 


Very briefly, Dawson's theory is this: 
Each of the two ovaries produces ova 
which, if fertilized, will result in the pro- 
duction of children of one sex only (the 
right, males and the left, females); at each 
normal ovulation, only one ovum is ma- 
tured, and the two ovaries alternate in per- 
forming this function, so that, if pregnancy 
occurs after the production of an ovum 
from the right ovary, a male child will 
result; knowing the sex of the first child 
of a woman, it is possible, by counting the 
subsequent ovulations (menstruation being 
the index for such counting, although the 
two functions are now believed not to be 
synchronous), to determine the sex of a 
child conceived in any particular month 
thereafter—the odd ovulations giving rise 
to children of the opposite sex to the first 
and the even ones to those of the same sex. 


Harger advanced the theory, based on 
clinical evidence, that the left ovary pro- 
duces ova which, if fertilized, give rise 
to male children.* 


In this connection, it must be remem- 
bered that, in most women, the menstrual 
month corresponds to the lunar (twenty- 


*H. K. Lewis & Co., Ltd., 136 Gower St:, London, 
Ww. C., Eng. 
*Am. J. Obst, & Gynecol., Dec. 1929. 
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eight days), and not to the calendar 
month; also, allowances must be made in 
the cases of women whose menstrual cycles 
vary from the customary twenty-eight-day 
periods. 

Dawson feels that there is sufficient evi- 
dence to eliminate from consideration any 
assumed influence of the father in determin- 
ing the sex of the children, and, in fact, 
that all possible factors, other than the 
alternate activity of the two ovaries in 
ovulation, may be set aside as of no 
importance. 


In support of his theory, he offers a 
rather impressive array of evidence in the 
form of clinical histories and surgical and 
autopsy records, declaring that, as a prom- 
inent example, a male heir was born to 
the late Czar of Russia, when he already 
had four daughters, by timing the fifth 
pregnancy of the Empress on this basis. 
He thus explains the slight preponderance 
of male over female births (the right ovary 
being slightly larger than the left, in most 
women) and the fact that many women 
notice that one breast is more swollen and 
tender than the other at the menstrual 
epoch, the side of maximum mammary dis- 
turbance alternating at successive periods. 


This theory may or may not be sound, 
but it appears to have sufficient scientific 
background to encourage other observers 
to study it carefully and to report well- 
considered cases to its support or refuta- 
tion. Before attempting this, however, the 
would-be researcher should, in fairness, 
familiarize himself with the details of 
technic and procedure which Dawson has 


set forth in his book. 


It goes without saying that sex determ- 
ination can be practiced only by people 
who have a thorough knowledge of the 
technic of birth control and the intelligence 
and judgment to use it regularly. 


In a universe which all informed and 
thoughtful people now recognize as being, 
at all times and in all ways, governed by 
laws, it is entirely reasonable to believe 
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that the sex of offspring is not, physi- 
ologically, a matter of chance, and that, 
if Dawson has not discovered the law 
which governs this process, someone will 
eventually do so. 

If any who read these lines have made 
or do make such observations, we shall 
be glad to consider their reports, with a 
view to publishing them in our pages. 


oe 


It is advisable to question any statement when it 
assaults our reason; but doubt springing from _ ig- 
norance will be destructive.—Pror. NicHOLAS RoeE- 
RICH. 


Mucrn 1n Peptic ULcer 


HE medical treatment of peptic ulcer 

is not quite all that the heart of an 
optimist could desire, and the surgical treat- 
ment is even less satisfactory to everyone 
concerned, so the investigators are con- 
stantly looking for something that will im- 
prove the handling of this distressing con- 
dition. 

Fogelson and the men who are work- 
ing with him seem to have turned up some- 
thing new and really valuable in these cases 
in mucin, which is nothing more nor less 
than mucus, prepared by special methods 
from hogs’ stomachs. 

Ivy and his assistants found that a layer 
of mucin one millimeter thick will protect 
against gastric digestion for from twelve to 
fourteen hours; and, in 1925, Lim declared 
that the reason why there is no free acid 
in the stomach at basal secretion is because 
the mucin present adsorbs it. Forgelson’s 
investigations disclosed that mucin has no 
stimulating effect upon the secretory me- 
chanism of the stomach, nor has it any 
undesirable effects upon the system. More- 
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over, it is digested in the small bowel, is 
free from ova and other parasites and 
causes neither constipation nor diarrhea. In 
fact, its only drawback is that even the 
best preparations so far made are so un- 
pleasant to take, in the required quantities, 
that only patients who are suffering se- 
verely can be persuaded to use it sufh- 
ciently long to give it a real trial. 

In spite of this disadvantage, several 
hundred clinical cases of peptic ulcer, many 
of which have resisted other forms of 
treatment, have now been treated by this 
method, and all symptoms have been re- 
lieved in more than ninety percent of them, 
the relief frequently occurring, in uncom- 
plicated cases, within seventy-two hours. 
Moreover, the objective signs, such as 
hemorrhage, occult blood in the stools and 
roentgenographic appearances, also clear up 
promptly, and recurrences of the symp- 
toms are decidedly rare. 


The mucin is given, to the amount of 
90 to 100 Gm. daily, in divided doses, sus- 
pended in egg-nog, malted milk or choco- 
late drinks. Rest in bed (in the severe 
cases) and a properly adjusted diet are, 
of course, used in connection with the 
mucin; but many patients, who had been 
largely incapacitated before beginning this 
treatment, are able to pursue their voca- 
tions while taking it. 

This method is still in the experimental 
stage and mucin is not yet available com- 
mercially, but the present indications are 
that a valuable addition has been made to 
the armamentarium of the many physi- 
cians who are now treating peptic ulcer, 
with indifferent success in most cases. 


i rR fi 


JUNE 
(Cinquain) 


Dark, trees 


And a warm rain 


That whispers through young leaves— 
So. with the scent of moistened dust 


June comes. 


—G. B. L. 
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Heredity and Asthma 
By James Adam, M.D., Glasgow, Scotland 


T THE annual meeting for the study 
A of allergy, in Philadelphia, June, 

1931, Dr. Moore’ asked: “Why is 
it that, in eastern Europe, so little asthma 
and allergic diseases occur; whereas, in 
western Europe, there are more cases, in 
England a good many more and in America 
still more?” A similar question has been 
asked by Rackemann’, relative to the rarity 
of allergy among Red Indians, and by 
Comby* who, while saying that asthma is 
essentially hereditary, naively remarks that 
it is more common among the rich than 
among the poor; in the city than in the 
country, as if the influence of heredity 
were greater in the city and among the 
rich than in the country and among the 
poor. A Red Indian squaw answered 
Rackemann’s query when an asthmatic 
patient of mine visited an Indian location. 
“You breathe heavy,” she said, “you 
English eat too much”; then, by way of 
advice and holding up two fingers, she 
added, “Two days no eating.” 

Moore’s question does not seem to have 
been answered at the meeting; allergists 
seem rather shy of attempting to answer it. 
Dazzled by the bizarre phenomena of 
allergy, they blink at less spectacular, more 
general and more important factors in the 
problem — more important because more 
helpful. 

The heredity factor is becoming increas- 
ingly emphasized in the literature on asthma 
and allergy; yet there are probably no more 
misleading statistics in medicine than those 
laboriously compiled in this regard. Fifty 
years ago, writers similarly stressed the 
heredity factor in gout. No less an author- 
ity that Sir Wm. Roberts wrote*: “Gout 
runs strongly in families. Fully three-fourths 
of cases of gout occurring among the easy 


classes* can be traced back distinctly to a 
gouty ancestry. It is noteworthy that, al- 
though the women of gouty families may 
escape overt gout, the transmission of the 
disease to offspring is more certain through 
the female than through the male line. It 
is also beyond doubt that gout, newly ac- 
quired during life by the action of ex- 
trinsic causes, may be transmitted to the 
children. The history of gout supplies some 
important instances of the possibility of the 
hereditary transmission of acquired char- 
acters.” 

That, on gout, written in 1897, is closely 
paralleled in 1931 by Bray® on allergy: “It 
is fair to assume that some definite ten- 
dency or diathesis must be transmitted. 
The inheritance of allergic manifestations 
is twice as frequent through the female as 
through the male, and twice as many off- 
springs are likely to be affected when the 
female transmits.” 

Few, nowadays, would insist that gout 
is essentially hereditary. It is a disappear- 
ing disease, and that alone is sufficient to 
show that it is not hereditary, as that word 
is usually understood, but the result of 
social habits continued for generations, 
Moreover, gout was an English, never a 
Scottish, disease; the feeding and especially 
the drinking habits of the two countries 
were different. And again, the habits of 
both countries in drink and food have 
largely changed and, while gout is decreas- 
ing, asthma—with other “allergy”—is in- 
creasing in both. Less wine, especially port, 
is drunk in England; more purin drinks— 
tea, coffee— are drunk in both; the wide 
use of canned and artificially prepared 
foods poor in vitamins is a matter of only 
two generations. Within the same period 


*Italics are mine.—J. A. 
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the consumption of carbohydrates has 
enormously increased. But the United 
States, the land of energy, is preeminently 
the land of allergy. There the consumption 
of sugar is 5 pounds a week per head of 
the population—probaby nearly double that 
of most European countries. 

Accompanying these changes in dietetic 
habits has been another prime factor in the 
increase of allergy—increase of city popu- 
lation and, therefore, of the indoor life. 
Here, as I have repeatedly said, lies part 
of the answer to the questions of Moore, 
Comby and Rackemann. The peoples of 
eastern Europe, the Red Indian, the French 
peasant, are not city dwellers, have a less 
sophisticated diet and mode of life, and so 
are less suitable soil for the growth of 
allergy. Evidence in support of this answer 
is varied and cogent. 

1.—Bray, who gives a variety of elab- 
orate tables relating allergy to heredity, 
omits to mention that, of his asthmatic 
children, 50 percent are “only” children. 
The only child is a pampered child. I had 
previously drawn attention to the preval- 
ence of asthma in only children, though my 
figure is not so high as his. And pampering 
holds, not only of single children, but of a 
large number of the others, as all who have 
investigated asthma in children must know. 
(Note, also, how the only child is another 
sign of the modern sophisticated life). 
Bray's figure is a London figure and, there- 
fore, in line with that, is the fact that, 
whereas he finds a family history of asthma 
or other allergy in 68.5 percent; Comby, 
of Paris, in 58 percent; Rackemann, of 
Boston, in 58.7 percent; my figure, over 
1,500 cases, drawn from town and country, 
is only 26 percent. 

2.—No matter what the “heredity” is, 
at least 90 percent of asthmatic children, 
if they come under treatment before their 
sixteenth year, if they are not mouth- 
breathers and have no such deformity as 
to preclude active life out of doors, can 
he cured to stay cured. 

3.—The treatment is not directed against 
allergy as such, but towards such a life, a 
simple dietary and the elimination of toxic 
products and of infective foci. 

4.—As I* have often dealt with it, I 
need not elaborate here on the significance 
of week-end asthma in adults, due to the 
overfeeding and idleness of the week-end, 
nor on that of the scores of cases of asth- 
matic soldiers who were cured by the stren- 
uous camp life, on comparatively strict diet, 
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during the War. On return to civil life, 
those who relaxed their habits have been 
apt to have recurrence, the others not. The 
cure of adults is, however, more difficult 
and less frequent than with children. 

5.—Wheezing and eczema in pampered 
animals I’ have also discussed in my book. 
“Vets” have a simple remedy—starvation. 
My cat regularly gets eczema when she 
gets too much food, especially fish. Noth- 
ing hereditary about that—except the fond- 
ness for fish! 

6.—Along with the stress placed on the 
more frequent transmission of allergy by 
the female than by the male line, should 
be remembered, not only the liability to 
placental transmission, but the fact that the 
tradition, and therefore the habit as to 
mode of nurture, passes by the mother’s 
side, not by the father’s. 

The doctrine of allergy sprang up from 
the discovery of anaphylaxis but, as time 
has gone on, the differences between the 
two have become more numerous than the 
resemblances. Heredity is one of the differ- 
ences. Anaphylaxis is always induced; 
never hereditary. Allergists, at first balanc- 
ing on the anaphylaxis leg, are now more 
inclined to balance on the heredity one. 
Hyde Salter’s figure for heredity in asthma 
was 38 percent (that was in 1868). Today, 
two generations later and in London, Bray's 
figure is 68 percent (nearly double). 

Kahn* would put the heredity figure at 
100 percent. This is mere platitude, for 
heredity counts in each individual for his 
liability or resistance to any disease. But 
this is not what allergists mean, though 
they are not clear as to what they mean. 
If they say that they imply a special ten- 
dency to a diathesis, this is only tautology 
—a tendency to a tendency. Both the 
tautology and the platitude are due to the 
Mendelian obsession that chromosomal, as 
distinguished from placental, inheritance 
implies inherent unchangeableness in the 
chromosomes. It is not possible to explain 
evolution on a merely arithmetical basis of 
permutations and combinations among 
chromosomes. The doubling of the heredity 
figure for asthma in two generations and 
the dwindling of the figure for gout in the 
same period are suggestive of the influence 
of habit—habit as to food and mode of 
life—on heredity and, therefore, of the 
transmission of acquired characters. 

It is dificult to prove the possibility of 
such transmission in man, owing to the 
length of the human life-span. Luther Bur- 
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bank, an avowed apostle of Darwin and of 
the power of heredity, was, from his un- 
rivalled experiments with plants, also a 
convinced upholder of the influence of en- 
vironment in the transmission of acquired 
characters. 

Prof. E. W. MacBride, F.R.S., in June, 
1931, at the Royal Institution, London, 
gave cogent evidence for “Habit as the 
Driving Factor in Evolution®.” All who 
are interested in the increase of allergy 
with the increasing complexity of our in- 
dustrialized life will find much that is sug- 
gestive in his paper. Differences of struc- 
ture due to difference of function, result- 
ing from differences or change in habitat, 
are shown in respect of fish, eels, sea- 
urchins, crabs, nematodes, lice, horses and 
camels. “The evidence from lineage series 
confirms the conclusions derived from the 
study for local races, that change of habit 
is the driving force in evolution.” He 
quotes Metalnikoff’s experiments with a 
brood of caterpillars, which were the off- 
spring of a single female. Caterpillars being 
a ready prey to cholera, half the brood 
were immunized with cholera vaccine, then 
the whole brood were inoculated with the 
cholera bacillus. After several days the 
survivors were counted, allowed to develop 
and become the parents of the next gener- 
ation, which was then similarly treated. 
None of the unprotected members of the 
first and second filial generatior.s survived, 
but of the third, 30 percent survived; of 
the sixth, 42 percent; of the ninth, 75 
percent. As to the mode by which acquired 
characters are impressed on chromosomes, 
MacBride’s paper must be consulted. 

Further evidence, but from quite a dif- 
ferent angle, of the influence of habit in 
heredity is seen in Zing Yang Kao’s’® ex- 
periments with kittens. Of 21 kittens that 
watched their parents rat-hunting, 85 per- 
cent killed a rat before being four months 
old. Of 20 that never saw a rat, only 45 
percent, when adult, killed a rat on being 
shown one. Kittens fed solely on vegetarian 
diet were as keen to kill rats as other cats, 
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but most would not eat the rats they killed 
and, after three or four months of vege- 
tarian diet, refused meat of any kind. 


C. B. Bridges’, lecturing on “The Gene 
and the Theory of Living Structures,” 
after pointing out that the genes which 
go to constitute the chromosomes corres- 
pond to Mendel’s hypothetical units and 
are smaller than any observed chromosomal 
structures, remarks, “They must be built 
up from the molecules available in the 
nutrient sap surrounding them and may 
be molecules of a new and unexpected 
type.” That is, in the ultimate problem of 
heredity, as in asthma generally, we are 
again up against a problem in biochemistry 
influenced by environment. In short, the 
factors bearing on chromosomal and _pla- 
cental transmission differ as to the time and 
site of impact, in degree rather than in 


kind. 


In asthma, then, and in other allergy, 
we see evolution at work in response to 
change in environment—biochemistry _re- 
sponding to the driving factor of habit. 
That we can influence the patient's bio- 
chemistry is shown by the almost universal 
benefit obtained in asthmatic children by 
making them recur to an outdoor life and 
simpler dietary by altering their habits in 
the plastic time of life. 
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A Sap Day 


Sad is the day for any man when he becomes absolutely satisfied with 
the life he is living, the thoughts that he is thinking and the deeds 
that he is doing; when there ceases to be forever beating at the doors 
of his soul a desire to do something larger which he feels and knows he 
was meant and intended to do.—Phoenix Flame. 





The Use of Dextrose and Insulin in Nephritis 
By Norman M. Smith, M.D., Minneapolis, Minn. 


HE importance of nephritis may be 

estimated by the fact that many 

thousands of individuals die every 
year in the United States from various 
forms of kidney disease. All textbooks give 
a grave prognosis for all forms of chronic 
nephritis. 

In order that an exposition of the sub- 
ject may be made clear, I have considered it 
advisable to detail at some length the ther- 
apeutics of dextrose and insulin, and to 
describe the pathology of one of the com- 
mon causes of nephritis. 


DEXTROSE 


Dextrose is called for in every condition 
occasioned by the protein particles under- 
going hydration, in which condition they 
are increased in size. The effect of dextrose 
is to split them up into myriads of tiny 
particles, which are returned to the circula- 
tion because their Brownian movement is 
restored. It is indicated in shock, intoxica- 
tion (metallic and non-metallic), toxemias 
of pregnancy, oliguria, septicemia, after 
severe operations and in uremic convul- 
sions, and is regarded as an antidote to 
insulin intoxication, because it supplies to 
the blood the sugar which the insulin has 
used up. If large quantities of dextrose are 
given or if it is administered intravenously, 
it is wise to give insulin to prevent the 
splitting process of the hydrated protein 
particles from proceeding too far, and to 
slow the action of the dextrose. 

Buedingen states that coronary sclerosis, 
chronic myocarditis, angina pectoris and 
cardiac infarction may be successfully 
treated, and healing process accelerated, by 
overcoming the inadequate sugar content 
of the blood and the inadequate supply of 
blood brought to the coronary arteries. 
Duhot, of Brussels, emphasized the efficacy 
of sugar in warding off shock and other 
untoward effects sometimes accompanying 
arsphenamine treatment. 

Dextrose furnishes heat and energy and 
is a food substance of high caloric value. It 
is free from waste eliminated by the kidney, 
and is stated, by Nelson, to be the only 
food stuff that can be administered in the 
raw, ready for use, immediately distributed 
and instantly utilized by the tissues of the 


body. It is a stimulant to the mechanism of 
cell metabolism and restores the depleted 
and damaged endothelial cells which receive 
their share in proportion to their vascular- 
ity. It is a fact that any damaged tissue has 
a blood supply above its average normal. 

Given, then, a damaged kidney with in- 
creased blood supply, cell metabolism stim- 
ulated by dextrose, and insulin to favor 
utilization of carbohydrates, the process of 
repair must necessarily go on. 


INSULIN 


Insulin is a hydrator; that is, it brings 
back to the protein particles of the blood 
their other constituents—electricity, salts 
sugar, amino-acids and fat. While other 
hydrators restore carbohydrates to the pro- 
tein particles, they also cause an over- 
development of fat. Consequently insulin is 
an antidote against any substance which 
causes or predisposes to inflammation, he it 
of bacterial or of chemical origin. In 
chronic lesions, for example hyperpiesis, 
insulin lowers the blood pressure; it alle- 
viates the pain in some cases of osteo- 
arthritis and dilates the cerebral capillaries 
in certain cases of hemiplegia; it is also of 
value in hyperlipemia, hypercholesterol- 
emia, hyperuremia, hypercalcemia, hyper- 
uricacidemia. 

The antidote to the condition known as 
malnutrition is to produce hydration or to 
cause the blood to take up salt, sugar, fat, 
etc. Insulin is, therefore, quite obviously 
the remedy to cause this type of individual 
to put on weight. 

In glomerular nephritis insulin is indi- 
cated because it makes the blood plasma 
more liquid and the vessel walls more 
elastic, producing vascular dilation. In all 
renal conditions with high blood pressure, 
in eclampsia, uremia, chronic parenchyma- 
tous nephritis, and in advanced anhydremia, 
insulin is the remedy of choice. Since 1923 
it has been given intravenously, with dex- 
trose, to relieve malnutrition, preoperative, 
postoperative and anesthesia acidosis, re- 
current vomiting and acute intestinal in- 
toxication. 

In order to lay a proper foundation for 
the rationale of this treatment, I shall dis- 
cuss briefly two common causes of nephritis 
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—high blood pressure and chronic intestinal 
intoxication. 


INTESTINAL TOXEMIA AND HYPERTENSION 


In acute or chronic intoxication due to 
focal infections, the blood vessels suffer 
first, and the endothelial cells of the capil- 
laries may be completely degenerated before 
a parenchymatous cell is touched. Since the 
blood vessels suffer damage before the 
organ in which they happen to be, it is 
proper to assume that in hyperpiesis also 
the blood vessels, which transport the 
microorganisms and toxins to the various 
organs, are damaged first. I mention this 
now in order to eliminate nephritis as a 
common cause of high blood pressure and 
to emphasize high blood pressure as a very 
common cause of nephritis. Among the 
other frequent but often forgotten causes 
of nephritis is intestinal intoxication. 
McDonagh* cites the following sequence of 
events, as they occur in familial chronic 
intestinal intoxication: 


“First, it is a symptom of congenital disease 
and chronic intestinal intoxication is present 
before the patient is born. Its position as a 
producer of disease is enhanced by faulty feed- 
ing and in sufficient elimination of waste products. 
Hydrated protein particles from the blood 
stream are precipitated in the lymphatic vessels 
and capillaries of the intestinal tract. Muscular 
contraction, under these conditions. causes hyper- 
trophy and inflammation of the coats of the 
gut. This condition may result in esophageal 
spasm, hypertrophy of the pylorus, intussuscep- 
tion, ileocaecal spasm and occasionally duodenal 
diverticulosis. 

“Inflammation affects, not only the gut, but 
the surrounding tissues, although the greatest 
inflammation will be found in the innermost 
layer, the mucous membrane. Thin layers of 
mucous membrane are cast off, forming mucus; 
later ulcers occur and microorganisms then play 
an important part in the further development 
of ulcers and the destruction caused by them. 
Thinning of the walls of the gut is a prominent 
feature in dilatation and diverticulosis. The 
mesentery may become thickened and contracted, 
which interferes with the blood supply and adds 
to the mischief. These changes permit the pro- 
duction of all forms of intestinal flora.” 


This sequence of pathologic events is 
mentioned in detail because I believe it is 
one of the very important and frequent 
causes of nephritis, which is rarely men- 
tioned in medical textbooks and literature. 


The picture of the development of de- 
generative changes in the bowel, due. to 
intestinal intoxication, makes it more easily 
possible to understand it as one of the 
causes of nephritis. When this is the sole 


" *McDonagh, J. E. R.: “The Nature of Disease,” 
Vol. 3, p. 227. 
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cause of a particular case of nephritis, it 
necessarily follows that the removal of the 
cause will remove the inflammation in the 
kidneys, which explains the effectiveness of 
insulin. The first principle in any successful 
treatment is to remove the cause of the 
trouble, and this rule applies with greatest 
importance to nephritis, regardless of its 
type. 


TREATMENT 


In the beginning of the treatment, 5 
units of insulin are given hypodermically, 
with 20 to 40 cc. of 50-percent dextrose, in- 
travenously. In all cases fasting blood-sugar 
findings are determined in advance, a very 
important procedure. Close observation 
of the patient, frequent examinations of the 
urine and definite instructions as to the 
symptoms of hypoglycemic reactions are 
the rules with all patients. As tolerance 
increases, the dose of insulin is increased 
to 20 units, while the dose of dextrose 
remains at 40 cc. and the frequency of 
administration varies from daily to once a 
week, depending on the severity of the case. 


McDonagh says: “In cases of true glo- 
merular or interstitial nephritis, the specific 
gravity and refractive index of the urine 
are low, because of the condition of the 
blood and also because the kidneys fail to 
let the usual amount of solids pass.” Insulin 
is particularly indicated here, because it 
brings back to the protein particles of the 
blood, electricity, salts, sugar, etc., making 
them larger, and the plasma more liquid, 
resulting in vascular dilatation. 


Mixed cases of nephritis are equally 
amenable to insulin medication and, while 
there are cases which will not tolerate in- 
sulin, because the protein particles have 
already absorbed electricity, salts, sugar, 
amino-acid, etc., the viscosity is increased, 
the refractive index is raised and the blood- 
sugar reduced. Such cases are rare, and an 
initial blood-chemistry determination will 
set one right as regards these exceptions. 
Generally speaking, in practically all cases 
of nephritis, insulin may be used with 
safety, hope and a favorable prognosis. 

If kidney damage can be limited and 
its extension prevented by a minimum of 
work, a fair start has been made in treat- 
ment. In every case the aim must be to 
remove the cause and to correct the ab- 
normal changes in the plasma, as shown 
by the blood picture. Increased functioning 
of other organs of elimination — bowels, 
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skin, lungs — and restriction of diet to pro- 
tect the kidneys are very important. 


Laxatives which will produce a watery 
stool are to be preferred and the amount 
of catharsis required will depend on the 
degree of intoxication. This can be easily 
overdone and emaciation and general weak- 
ness follow. On the other hand, too little 
elimination from the bowels places an 
additional load on the kidneys, which must 
be avoided. If chronic intestinal intoxica- 
tion is a cause, the patient must be re- 
lieved of this menace. 


The body should be kept clean and 
nothing should be applied to the skin which 
might interfere with free perspiration. In 
severe cases sweating is desirable and, if 
fluids can be forced, sweating does not 
increase intoxication but removes urea and 
sodium chloride. 


Rest in bed is important, because it re- 
duces body waste to a minimum, increases 
surface elimination and protects the pa- 
tient against chilling of the skin. 


Complications should be taken care of as 
they arise. Frequent urinalysis, daily urin- 
ary output determinations and frequent 
blood chemistry studies will enable the 
practitioner to anticipate many untoward 
complications and watch the progress of 
the case. 


I am unalterably opposed to the use of 
diuretics in any form in the treatment of 
nephritis. Diuretics have their place in 
cardiac failure, with secondary kidney 
failure, but if, in nephritis, an increased 
intake of fluids will not favor an increased 
output of urine, the case has been decided 
against you and an attempt to use artificial 
kidney stimulation will be met with disaster. 


DIET 


In prescribing a diet, the caloric value 
of food must be considered. Substances that 
place extra work on the kidneys or are 
poorly eliminated by the kidneys should 
not be included. A large amount of fruit 
is of value and will prevent any tendency 
to acidosis. Tea, coffee, chocolate and 
alcohol should not be given. Protein foods 
should be reduced and only sufficient 
amounts given to prevent harm to the mus- 
cles. Meat, fish, chicken and eggs are not 
given. Condiments are omitted. 

A strict milk diet necessitates the elim- 
ination of too much nitrogen, but one or 
two pints may be safely taken, if edema is 
not excessive. The salt content of milk 
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contraindicates its exclusive use when kid- 
ney damage is present. Carbohydrates may 
be taken in abundance, also cereals (except 
oatmeal), all green and dry vegetables 
(except peas, beans and mushrooms), all 
fruits (except cranberries and prunes) and 
sugar in abundance. 


The intake of fluid should be dependent 
on the proportionate output of urine and 
the amount of edema. If edema is absent, 
large quantities of fluid should be taken, 
up to 4,000 cc. daily. There is more danger 
of allowing too little fluid, which cuts down 
the output of urinary solids, than there is 
in allowing too much and increasing the 
output of debris or increasing edema. Since 
edema is undoubtedly due to the presence 
of toxins, there are occasions, when large 
amounts of fluid will dilute the toxins and 
increase elimination sufficiently to reduce 
the edema. The amount of food and water 
must be governed also by the weight of 
the patient, it being important to keep him 
within average limits for height and age. 


PROGNOSIS 


“The prognosis of nephritis is beset with 
uncertainties and there are many oppor- 
tunities to fall into error and to make un- 
guarded statements” (Altnow). Certainly 
the disease does not have an independent 
existence, but is modified by the patient's 
individual constitution. The influence of a 
patient's peculiarities and the influence of 
other diseases present are not fully under- 
stood. Perhaps, in the past, intuition has 
been a factor in prognosis. At any rate 
carefully executed laboratory examinations, 
together with evaluations of clinical symp- 
toms, allow one, at least, to follow the pro- 
gress of the disease. The specific gravity 
and refractive index of the urine give very 
valuable information. 


Thomas Addis states that it is possible to 
know whether the amount of kidney tissue 
functioning is increasing, decreasing or re- 
maining constant. In my own cases I have 
been constantly surprised at the almost 
continuous improvement of patients, as 
shown by clinical symptoms and laboratory 
reports. Abnormal urinary findings gradu- 
ally disappear, weight increases, headache 
stops, hemoglobin improves, blood pressure 
falls, edema clears up, heart sounds improve 
in character and, to all intents and pur- 
poses, the patient is free from subjective 
and objective symptoms, except a few pus 
cells in each high-power microscopic field. 





June, 1932 


_ IT appreciate that I am placing my finger 
in the fire by suggesting that patients with 
Bright's disease can be made symptom-free. 
Believing that no mistakes have been made 
in diagnosis, either before or after treat- 
ment, I am forced to make the rather bold 
statement that these remedies, properly 
given, in carefully supervised cases, with 
full cooperation on the part of the patient, 
will bring about surprisingly uniform and 
satisfactory results. Certainly no effective 
treatment could be more simple or more 
inexpensive. 


VARICOSE VEINS 
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The Treatment of Varicose Veins and 
Their Complications 
By Joseph W. Sooy, M.D., San Franc isco, Calif. 


HE term varicose veins is applied to 

veins which have undergone retro- 

grade changes due to venous stasis, 
engorgement of blood, and incompetent 
valves, which result in the vessel walls 
becoming thin and the veins becoming 
tortuous and enlarged. 


ETIOLOGY 


The commonest causes are pregnancy, 
hard work, postural changes, obesity, acute 
infections, typhoidal and post-operative 
phlebitis (rare) and the retrograde changes 
following the debilitating diseases incident 
to age. Heredity unquestionably plays a 
part, since it is unusual to find a patient 
who has no history of a family predisposi- 
tion. There is an individual susceptibility 
in patients who are very obese; also in 
those whose occupation requires long 
periods of standing and long hours of 
labor, such as patrolmen, mail clerks and 
floor walkers in large department stores. 
Trauma is frequently the cause. Chronic 
alcoholism seems to be a factor. 

High temperature and a hot climate 
aggravate the condition. It is worse in 
countries where the summer season is long. 

The female is more disposed to this 
lesion than the male, and it is found most 
frequently in middle-aged and old persons. 
Race plays no part in the incidence. 

The anatomy of the venous system of 
the leg is variable. The only constant ana- 
tomic finding is the position of the saph- 


enous veins. The peripheral veins vary in 
position, relative to the saphenous veins, 
and in size, although having the common 
perforator vein in which the valves are 
located. This vein connects the peripheral 
and deep venous systems. The valves are 
so situated as normally to withstand the 
pressure from above downward. Engorge- 
ment and stasis of the venous blood and 
the weight of the column of blood over- 
come the resistance of the valves and 
varicosities result. 


TYPES OF VARICOSITIES 


There are three types of varicose veins, 
anatomically and symptomatically different: 

1.—In the type most often met with, 
the vein is somewhat tortuous, knotty and 
bead-like in appearance, thin-walled and 
without evidence of valves; symptomatic- 
ally there is a dull, aching pain, which is 
relieved by support and also by the patient 
being placed in the recumbent position. 
This type of vein is usually found as a 
complication of pregnancy. 

2.—In the other common variety, found 
in patrolmen and mail clerks, for example, 
the vein is much less tortuous, is thicker- 
walled, smooth, not bead-like, and sympto- 
matically causes persistent pain, which, 
curiously enough, is not relieved by rest in 
the recumbent position. The pain is more 
intense and steady and is referred to adja- 
cent joints, as, for instance, the knee or 
ankle joint or the arch of the foot. This 
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type of varicose vein is frequently mis- 
taken by the orthopedic surgeon for ar- 
thritis or weak foot. A careful examination 
of patients belonging in this group reveals 
a crossed collateral circulation, which is 
frequently thrombotic and which, upon 
careful palpation, gives the sensation of 
freely-movable, round, rod-shaped bodies. 

3.—The symptomatology of this small 
group has led to the coining of the term 
“migraine vein.” Anatomically the veins 
are slightly larger than normal, are always 
peripheral, thick-walled, with intact valves, 
and very slightly tortuous. The pain is 
excruciatingly severe, and is relieved in- 
stantly by support and the recumbent posi- 
tion. There are distinct temperature sensa- 
tions, which alternate rapidly with change 
of position. This type has often been diag- 
nosed as erythromelalgia or erythromelia 
and, in rare instances, it has been thought 
to be early Buerger’s disease. 

The differential diagnosis depends, for the 
most part, on clinical experience rather 
than on the Trendelenburg test; and the 
three-tourniquet test is of slight value, 
unless the veins are thrombosed enough to 
contraindicate the injection method. 

The complications are phlebitis, ulcers 
(which are due to massage and trauma), 
and frequently chronic alcoholism. These 
sequels are too well known to need dis- 
cussion. 


TREATMENT 


It is no longer necessary to distinguish 
between patients who must be hospitalized 
and those who need not be hospitalized, 
with the exception that those in Group 3 
must receive hospital treatment. In Group 
3, ordinary multiple ligation affords the 
only permanent relief; methods to give 
support are merely palliative, and the in- 
jection treatment only aggravates the con- 
dition. 

In Group 2, when there is thrombosis of 
the collateral circulation, the method de- 
scribed by Homans’ is the procedure of 
choice. If, however, the thrombosis has 
advanced over the entire surface of the 
extremity, no operative procedure is em- 
ployed, but a method of treatment, de- 
signed to give support, is used in the form 
of the zinc-gelatine bandage, which is fully 
described elsewhere’. Operations in these 

1.—Homans, J.: The Operative Treatment of Vari- 
cose Veins, Varicose Ulcers and Phliebitis. New 
England J. Med. 200:965-71, 1929. 


2.—Sooy, J. W.: Chronic Ulcer of the Leg; Report 
of 300 Cases: J.A.M.A. 92:1157, 1929. 
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cases often result in extensive scarring and 
numerous contractures, such as may be seen 
daily in the large outpatient clinics. The 
injection method may be used and gives 
uniformly good results, if there is evidence 
of competent valves and the establishment 
of only very slightly thrombotic collateral 
circulation. 

In Group 1, the zinc-gelatine bandage 
is palliative and helpful. Radical surgical 
treatment is contraindicated, unless there is 
decided thrombosis due to postoperative 
phlebitis or pregnancy phlebitis, which has 
been long quiescent. The injection method 
may be used to good effect in the absence 
of phlebitis or thrombosis, provided a rich 
collateral circulation has not been estab- 
lished. 

It is my opinion that the injection method 
is not indicated for varicose veins which 
have been preceded by an attack of typhoid, 
malarial or scarlet fever, especially if there 
has been a decided phlebitis. This contra- 
indication I attribute to the thrombosis of 
the deep venous system of the legs, which 
requires practically the entire peripheral 
system to compensate for the obliteration 
of the deep veins. 


ZINC-GELATIN BANDAGE: TECHNIC AND 


PREPARATION 


A satisfactory dressing for varicose ulcers 
or veins must allow a free escape of the 
slough from the ulcer bed and must exert 
an elastic pressure over the granulating 
surface, and the dressing material must 
have an antiseptic property. I have used a 
modification of the original zinc-gelatin 
paste devised by Professor Unna, of Vi- 
enna, and later advocated by Professor 
Michiels. The original procedure was de- 
scribed in the Chicago Clinic of 1900, and 
more recently has been commented on by 
Dr. Ochsner, who has used it with uni- 
formly good results over a period of four- 
teen years. 

The paste was originally made by com- 
bining gelatin, 4 parts; zinc oxide, 4 parts; 
glycerin, 10 parts; and water, 10 parts. 
This mixture, when cold, forms a homo- 
geneous, white mass, having a rubbery con- 
sistency and a melting point of about 
160°F. After its preparation it is placed in 
a double boiler and heated to just above 
body temperature, at which point it be- 
comes fluid and has a viscosity not unlike 
that of ordinary paint. In this form it is 
applied with a paint brush directly to the 
skin of the leg, from the base of the toes 
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upward to just below the knee. It is allowed 
to come into intimate contact with the 
ulcer, no preliminary dressing being neces- 
sary, A simple spiral bandage, without 
crosses or reverses, is applied over the 
paste, and then more paste is applied over 
the bandage. This is repeated until there 
is a total of three layers of bandage and 
four layers of paste. The final preparation, 
when cool, becomes rubbery-hard and 
makes a pressure bandage which, because 
of its slight porosity, will allow escape of 
the discharge from the ulcer. 


Formula for Modified Unna’s Paste* 


1,900 Gm. (1,425 cc.) 
625 Gm. 


Glycerin 


Zinc Oxide 
as 1.50% of total volume 


4,675 Gm. (10 lbs.) 
sufficient for seven dressings 


ULCERS AND PHLEBITIS 


The treatment for varicose ulcers is that 
described elsewhere*, with the exception 


that, since my last article was published, I 
have been using a combination of the zinc- 
gelatin paste and the injection method. 
When the surface of the ulcer is thor- 
oughly covered with skin (the paste having 
been used previously) and the margins 
have regained their normal color, the mar- 
ginal vessels are injected. The results are 
entirely satisfactory and a recurrence is 
prevented. The procedure was carried out 
at the suggestion of Dr. H. C. McPheeters, 
who spent much time with me and gave 
me much helpful advice. 


When active phlebitis occurs as a post- 
operative complication and the lesion has 
progressed upward to the middle third of 
the thigh, it should be treated in hospital 
or by the recumbent position and applica- 
tion of cold packs for alternating periods. 
If the phlebitis is localized to the knee or 
slightly above the popliteal fossa, the zinc- 
gelatine bandage is used, the layers being 
increased to five and the bandage being ex- 
tended to the level of the lesion. This pro- 
cedure is carried out, regardless of whether 


*This compound is now officially recognized and 
is available, commercially, under the name of Zinc- 
Gelatin Compound, Phenolized. Extemporaneous 
preparation is difficult, owing to the tendency of the 
phenol to separate and crystalize. 

3.—McePheeters, H. O. and Rice, Carl, O.: 
ense Veins: Complications, 


J.A.M.A. 91:1090-94, 1928: 


Vari- 
Direct and Associated. 
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the condition is acute or chronic, and the 
patients have been kept ambulatory and 
the period of disability and convalescence 
has been shortened. 

Patients with chronic phlebitis, where 
there has or has not been ulcer formation 
over a period of several years, who have 
been treated in a similar manner with the 
zinc-gelatine bandage, have completely re- 
covered, the recovery having been main- 
tained for more than a year at this writing. 

Surgical Treatment: A radical excision 
as described by Homans, where there is 
extreme thrombosis of the long saphenous 
vein and moderate thrombosis of the col- 
lateral circulation, and simple ligation and 
obliteration of the venous trunk by mul- 
tiple incisions in cases of “migraine veins,” 
are my methods of choice and have been 
entirely satisfactory. 


INJECTION METHOD 


A modification of the technic used by 
McPheeters is carried out in cases where 
the thrombosis is only very slight or is en- 
tirely absent, and where a small degree of 
collateral circulation has already been es- 
tablished. My differences in technic apply 
essentially to the treatment before and 
after injection and to the kind of surgical 
treatment. 


A careful clinical history, particularly 
with reference to the acute infectious dis- 
eases, pregnancies, occupation and social 
status is obtained from the patient. A 
detailed physical examination is made and 
the differential diagnosis is arrived at by 
means of the physical findings, character 
of pain elicited by postural changes, tourni- 
quet tests and so on. Routine Wassermann 
tests are taken, a urinalysis is made and 
blood chemistry tests are done, if the clin- 
ical examination indicates their advisability. 
If the radical procedure is decided upon, 
the method described by Homans is used. 
If the “migraine vein” type of case is 
encountered, simple ligation is carried out. 
If the injection method is not contraindi- 
cated, the procedure is as follows: 


The extremity is elevated and a three- 
layer bandage of the zinc-gelatine paste is 
applied and allowed to harden before the 
extremity is lowered. This bandage is 
allowed to remain in place for a period of 
three days to a week and is then replaced 
with a similar bandage, with considerably 
more pressure applied. This treatment re- 
duces the edema of the leg until the venous 
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circulation can be mapped out by palpa- 
tion and observation. When the extremi- 
ties are equal in measurement and a careful 
drawing of the comparative size of the 
veins can be made, the injections may be 
begun. Failure to wait until the legs are 
equal in measurement and to map out the 
venous circulation has resulted in great 
disfigurement in comparative size of the 
legs. It is my belief that, in the very ede- 
matous leg, it is only by this method that 
the true varicosity can be detected, as con- 
trasted with the normal sized vascular 
trunk, which we must depend upon to 
compensate the increased blood volume 
after the varicosity has been obliterated. 
The true varicose trunk is then injected 
and entered upon a diagram for future 
reference as to recurrence of the varicosity. 


The needles described by McPheeters 
(B. & D. Erusto), as well as the B. & D. 
Yale syringe, have proved entirely satis- 
factory for accurate manipulation. The in- 
jection solution, which I have worked out 
very carefully and which, in my experience, 
has proved to be the best, is composed of 
equal parts of 70-percent invert sugar and 
15-percent sodium chloride solutions. The 
invert sugar is chosen because it is more 
stable than glucose and does not deteriorate 
over a considerable period of time. The 
saline not only decreases the viscosity of 
the sugar, but adds a harmless sclerosing 
agent. 

The use of a tourniquet depends entirely 
upon the wish of the operator or the size 
of the vein to be injected. I use the tourni- 
quet in injecting very large varicose trunks, 
placing it upon the elevated extremity. As 
the needle is inserted into the vein the leg 
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is lowered and the segment, usually 3 to 4 
inches, is injected with not over 5 cc. of 
the solution. The patient is allowed to walk 
about with the tourniquet still applied for 
15 to 20 minutes, after which it is removed 
and the zinc-gelatine bandage is put on. 
This procedure is carried out until there is 
complete obliteration of the true varicose 
trunk. Each injection is noted on a chart. 
When the veins are only moderately vari- 
cosed, no tourniquets are used, and it 
makes no difference whether the patient is 
standing or in the recumbent position when 
injection is given‘. 

By these methods—surgery, injection 
and zinc-gelatine bandage support—712 
patients have been treated, and at this 
writing the results are uniformly good. 
Four hundred and ninety-four (494) pa- 
tients have been treated by the injection 
method, of whom 11 have returned with 
socalled “recurrences,” but the apparent 
recurrences have been proved, by the 
charts, to be in collateral veins and not in 
the injected trunk. By the simple ligation 
method, 7 patients have been treated, with 
complete clinical disappearance of the con- 
dition. By the radical operative method, 5 
patients have been treated, with justifiable 
results in each case. By the zinc-gelatine 
bandage method there have been treated 
over 200 patients, who, in my opinion, 
will have to continue to wear the bandage 
for permanent relief. They are free from 
symptoms, are ambulatory and are carry- 
ing on their regular occupations’. 

384 Post St. 


4.—Homans, J.: Varicose Veins and Varicose 
Ulcers. New England J. Med. 199:863-64, 1928. 
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PsycHo.ocic AsPECTs OF DISEASE 


In the care and treatment of any disease, either physical or mental, 
the psychologic aspect should be carefully considered. Every physician 
should know just how a patient feels toward himself and his trouble. 
Since the practice of medicine has been divided into the many special- 
ties, there is a tendency to lose sight of the patient, especially his psy- 
chologic make-up, and to treat only the diseased part involved. It is a 
very common occurrence for the internist to say to his patient who has 
consulted him for an abdominal pain, ‘““You had better see a surgeon 
regarding this trouble” or “An operation will most likely have to be 
performed.” If the trouble is purely psychogenic, you have only helped 
the patient to establish, in his mind, a fixed pathologic condition where 
none exists and hindered materially the prognosis of an early recovery. 
—C. S. MILLER, in New Orleans M. & S. J., March, 1929. 





Postoperative Massive (Atelectatic) 
Collapse of the Lung’ 


Report of a Case 
By Arthur A. Thieda, M.D., Cicero, Illinois 


ASSIVE (atelectatic) collapse of 

the lung has been defined as a 

condition in which one or more 
lobes of the lung lose their air and collapse 
without separation from the chest wall. It 
differs from other forms of gross collapse 
in occurring without coexistent pneumo- 
thorax and in producing a marked increase 
of the intrapleural negative pressure. Sir 
John Rose Bradford’ defines massive col- 
lapse of the lung as “An unusual condition 
in which the lung, without the presence of 
any gross lesion, such as bronchial obstruc- 
tion, pleural effusion, etc. interfering with 
the free entry of air, becomes airless to a 
greater or less degree.” 


The subject is not new, but the experi- 


mental and clinical investigations are of 
comparatively recent origin. Apneumatosis 
was recognized by clinicians as far back 
as 1846. The condition was recognized and 
reported in 1890, by Pasteur®, in connec- 
tion with post diphtheritic paralysis of the 
diaphragm. His observations were based on 
34 such cases, and he was the first to apply 
the name “massive collapse of the lung.” 
In 1914 he extended his studies of the con- 
dition and called attention to its occurrence 
as a postoperative complication of abdominal 
operations. Since 1914 there have been re- 
ports of many isolated cases, and studies of 
the condition have been published by 
numerous observers, chiefly Elliott and 
Dingley*, Bradford’, Scrimger*, Elwyn and 
Girsdansky® and, more recently, by Sante®, 
Scott and Cutler’, Coryllos*, Henderson® 
and Overholt’. 


*From the Surgical Department of St. Mary of 
Nazareth Hospital, Chicago, Illinois. 

*Read before the Pathological Conference at St. 
Mary of Nazareth Hospital, Chicago, Illinois, 
November 10, 1931. 

1.—Bradford, J. R.: “Oxford Loose Leaf Medi- 
cine,” 2:127, 1920. 

2.—Pasteur, cited by Sante, L. R.: 
88:1539: (May 14), 1927. 

3.—Elliott, T. R., and Dingley, L. A.: Lancet, 


I: 1305: 1914. 
. & @3 Obst., 


4.—Scrimeger, 
32:486, 1921. 

5._Elwyn, Herman and Girsdansky, Joseph: Post- 
operative Massive Collapse of the Lung. J.A.M.A., 
79:718 (Aug. 2) 1924. 

6.—Sante, L. R.: Massive (Atelectatic) Collapse 
of the Lung. J.A.M.A., 88:1540: (May 14) 1927. 


J.A.M.A., 


Surg., Gynec. 


Every physician and, particularly, every 
surgeon should be keenly interested in the 
prevention and treatment of postoperative 
pulmonary complications. Anesthesia, asep- 
sis and accurate hemostasis have removed 
most of the dangers of surgical intervention 
and have vastly increased the limits of 
surgery, particularly for operations of elec- 
tion. The purpose of this paper is to 
present this important subject, in order 
that this condition may be more frequently 
recognized clinically. It is true that the 
incidence of massive collapse of the lung 
is not great, but the case I wish to report 
seems to be the only one recognized clinic- 
ally at this hospital. 

Scott", at the surgical clinics of the Uni- 
versity of Rochester, found, in a series of 
2,000 operative cases, that the incidence of 
atelectasis was 0.6 percent. In another 
series, comprising 2,850 operative cases, 
the occurrence was 0.25 percent. The 
figures reported run up to 1.5 percent. In 
our surgical clinics at St. Mary's we have 
about 1,200 operative cases a year, with 
the incidence of “postoperative pneumonia” 
at about 2.0 percent. I believe that many of 
the cases of postoperative pneumonia, re- 
ported as “hypostatic pneumonia” and 
“bronchopneumonia™ with recovery, prob- 
ably should have been reported as _post- 
operative atelectasis if they had been cor- 
rectly diagnosed. 


REPORT OF A CASE 


J. M., a man, age 38, was seen by me for 
the first time on April 8, 1931, with typical 
symptoms of chronic cholecystitis and chronic 
appendicitis. He entered the hospital on July 
8, 1931, and was operated upon July 9, 1931. 
The gall-bladder and appendix were removed 
in about fifty minutes, under ethylene-ether 


7.--Seott, W. J. and Cutler, E. C.: Postoperative 
Massive Atelectasis. J.A.M.A., 90:1759: (June 2) 
1928. 

8.—Coryllos, P. N.: Postoperative Apneumatosis 
(Atelectasis) and Postoperative Pneumonia. J.A.M.A. 
33:98: (July 13) 1929. 

9.—Henderson, Yandell: The Physiology of Atelec- 
tasis. J.A.M.A., 93:96: (July 13) 1929. 

10.—Overholt, R. H.: Postoperative Pulmonary 
Hypoventilation. J.A.M.A., 95:1484: (Nov. 15) 1930. 

11.—Seott, W. J. M.: Massive Atelectasis and 
Postoperative Pneumonia: J.A.M.A., 93:101: (July 
13) 1929. 
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anesthesia. The patient returned from the 
operating room in excellent condition and re- 
acted very favorably. 


The following morning, July 10, 1931, he 
complained of a “heaviness” in the chest with 
a slight productive cough. About 6 p.m. the 
same day he went into what appeared as shock. 
His temperature was 104°F. and his pulse be- 
came flighty, with labored breathing and profuse 
perspiration. No chilliness preceded this onset. 
Examination of the chest showed dulness over 
the right lower lobe, with tubular breathing. 
Stimulant and supportive treatment was insti- 
tuted. His pulse became better and breathing 
not so labored. A tentative diagnosis of post- 
operative pneumonia was made. 


The next day, July 11, 1931, his temperature 
was 102°F. and he had a slight productive 
cough, with thick, mucinous sputum; breathing 
easier. A very careful physical examination re- 
vealed lack of breathing on the right side and 
shifting of the heart to the right side, with 
marked dulness over the right lower lobe. On 
auscultation there was marked tubular breathing. 
A diagnosis of mascive (atelectatic) collapse of 
the right lung was made. This was confirmed 
by x-ray examination. The patient made an 
uneventful recovery. 


THEORIES CONCERNING ETIOLOGY 


Pasteur,'? when he first distinguished 
postoperative massive atelectasis from 
pneumonia, attributed its production to a 
reflex paralysis of the diaphragm and in- 
tercostal muscles, thus explaining the col- 
lapse of the lung as due to a diminution 
in ventilation volume on the affected side. 
He was influenced to this theory by his 
observations, at autopsy, of an airless con- 
dition of the lung in post-diphtheritic par- 
alysis of the diaphragm. Bradford,’* while 
admitting that such an explanation had 
some objections, agreed with Pasteur’s 
theory also. As Elliott and Dingley* first 
emphasized, the inadequacy of such an 
hypothesis is that it does not explain the 
pathognomonic feature of unilateral mas- 
sive atelectasis—displacement of the heart 
to the affected side. Most of the recent 
writers on this subject have agreed that 
passive compression of the lung, due to the 
suppression of respiratory movements, is 
entirely unacceptable as the primary cause 
of massive atelectasis. However, several 
have mentioned the probable significance 
of diminished ventilation volume as an im- 
portant contributing factor to make more 
effective or more lasting those primary pro- 


12.—Pasteur, W.: Massive Collapse of the 
Lancet, 2:1351, 1908. 

13.—Bradford, J. R.: Massive Collapse of the 
Lung as a Result of Gunshot Wounds, with especial 
reference to Wounds of the Chest. Quart. J. Med., 
12:127 (Oct.) 1918 (Jan.) 1919. 
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cesses that tend to obstruct the respiratory 
passages. 


Overholt” presents evidence that a 
marked degree of pulmonary hypoventila- 
tion exists for a variable period of time 
after abdominal operations. In the post- 
operative roentgenograms of 75 percent of 
the patients who showed no clinical evi- 
dence of a pulmonary complication, in- 
creased density of the trunk shadows was 
present, which produced a triangular area 
of density in the lower lobes. Also, by the 
use of an ordinary clinical spirometer, he 
found that the vital capacity of the lungs, 
following operations on the upper abdo- 
men, was reduced 64 percent of the pre- 
operative or normal value. He concludes 
that the thoracic volume is decreased and 
expansion of the lower lobes is prevented 
by a high position of the diaphragm. A 
restriction of the diaphragmatic excursions 
contributes to the faulty aeration of basal 
portions of the lung. The opening of the 
abdominal cavity and the entrance of air 
permit the negative intrapleural pressure 
to draw the diaphragm higher in the 
thorax. Besides this mechanical factor, a 
reflex splinting of the abdominal muscula- 
ture, because of pain, is also important 
in effecting the altered status of diaphrag- 
matic activity after operation. 

Henderson™ has, I believe, a very good 
answer to why atelectasis should occur 
after an operation. His answer is to be 
found in the acapnial position of the lungs 
as a consequence of pain, anxiety, opera- 
tion and anesthesia. 

The acapnial position of the lungs may 
be described as one near or below that of 
normal expiration—a condition of pro- 
longed deflation. As long as this position 
is maintained, the thoracic, diaphragmatic 
and abdominal movements of breathing are 
carried on at such a shallow level that 
inspiration inflates the lungs only slightly, 
and expiration deflates them almost as com- 
pletely as the deepest voluntary expiration. 
This deflation leaves some parts of the lungs 
unventilated, thereby permitting an accum- 
ulation of mucus, a blocking of airways 
and the initiation of atelectasis. 

The most practical definition of acapnia 
is that of an acute condition involving dis- 
turbances and a depression of various func- 
tions, all of which are relieved and restored 
to normal by inhalation of carbon dioxide. 


14.—Henderson, Yandell: Acapnia as a Factor in 
Postoperative Shock, Atelectasis and Pneumonia. 
J.A.M.A., 95:572 (Aug: 23) 1930. 
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At first it was believed that the depression 
in function was due to an excessive blow- 
ing off of carbon dioxide by the over- 
breathing under pain and during the stage 
of anesthetic excitement. But studies, 
through more than two decades, have 
demonstrated that it is only after pro- 
longed anesthetic excitement that over- 
breathing is a factor. 

The critical discovery, on which the 
acapnia theory of shock was based initially, 
is that the amount of carbon dioxide ob- 
tainable from a sample of blood by analysis 
is notably decreased in this condition. There 
is ample experimental and clinical con- 
firmation for this discovery in the obser- 
vation of Cannon™ and others. The de- 
creased amount of carbon dioxide in a 
blood sample is generally considered to in- 
dicate a low alkali reserve and a probable 
state of acidosis. Without entering into 
the theory, however, it is sufficient to note 
here that there appears to be a profound 
distinction between two types of low blood- 
alkali, one of which is acapnia and the 
other acidosis. The condition of postopera- 
tive acapnia differs from the socalled acid- 
osis of nephritis or diabetes in that, in 
acapnia, inhalation of carbon dioxide 
rapidly restores the normal blood alkali. 
The position of the patient, pain and splint- 
ing of the abdomen after operation are 
contributing causes. The type of anesthetic 
is not a factor. 


CLINICAL ASSOCIATION 


Massive (atelectatic) collapse of the lung 
is chiefly associated with operations upon 
the abdomen; it is, however, an accident 
to be anticipated in any chest wound and 
one to be looked for in many of the better- 
known disorders affecting the chest and its 
contents. It may occur following fractures 
of the pelvis, femur or arm. It has been 
described as occurring in the course of 
pneumonia, bronchitis, pulmonary tubercu- 
losis and abscess of the lung; furthermore, 
as complicating effusions in the pleura and 
pericardium; and finally, as being asso- 
ciated with pressure on the bronchi from 
without or with impaction of foreign 
bodies in the airways. 


The lung, or portion of lung, affected, 
is absolutely airless, and sections show no 
sign of alveolar structure. It is red or blue, 
and leathery. Microscopically, the walls of 


15.—Cannon, W. B.: Acidosis in Cases of Shock, 
Hemorrhage and Gas Infections: J.A.M.A., 70:531 
(Feb. 23) 1918. 
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the bronchioles and alveoli are collapsed, 
producing a solidification of the lung struc- 
ture. Here and there a small rounded 
globule of air remains. 


SYMPTOMS AND PHYSICAL SIGNS 


The symptoms are those common to 
many of the acute disorders of the lungs 
and circulation. Large areas of collapse, 
however, may exist without evoking dis- 
tress. The onset is usually sudden, within 
twenty-four hours after operation or in- 
jury, with dyspnea of greater or less de- 
gree, depending usually upon the extent 
of the collapse and the rapidity of its onset; 
rapid pulse; cyanosis; and irregular temper- 
ature (to 102° or even 103°F. or slightly 
higher). 

At the outset the sputum is scant, but 
later it becomes more profuse and is muco- 
purulent in character. It is never bloody 
nor of the prune-juice type. Coughing be- 
longs to the early stages of progressing 
atelectasia, and after the patient has ac- 
commodated himself to the limitation of 
his air space, it may completely disappear. 
The leukocyte count is ordinarily higher 
than normal. The atelectatic condition of 
the lung may be only accidentally dis- 
covered and, in such cases, there may be 
little, if any, embarrassment of respiration 
or change in pulse rate or temperature. 

Regardless of the type of involvement, 
the duration is usually from one to three 
weeks. The condition may terminate 
rapidly, by sudden reinflation of the lung 
and reestablishment of respiratory func- 
tion, or may require several weeks, reinfla- 
tion occurring only in small areas at a time. 

The physical signs of massive collapse 
are very striking. The chest wall sinks over 
the collapse. The difference in the two 
sides of the chest is apparent in the uni- 
lateral lesions. The unaffected side usually 
appears over-distended; the ribs on the 
affected side can be seen to have fallen in; 
the heart may be beating well over 
on the right side, when the right lung is 
collapsed, or in the left mid-axilla when 
the collapse affects the left base. Collapse 
of either apex displaces the heart upwards. 
The expansion of the affected side is nil. 
The collapsed lung is solidly dull to per- 
cussion; the over-expanded parts of the lung 
are hyper-resonant. The heart and medi- 
astinum, when displaced into the collapsed 
side, materially contribute to the solidity 
of the dulness. On auscultation there is 
absence of breath sounds, and an absence 
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of voice sounds in early stages. With col- 
lapse of a whole lobe or whole lung, the 
solidified tissue may conduct sounds from 
the underlying large bronchi, and tubular 
breathing with bronchophony is heard. 
The early crepitant rale of pneumonia has 
no place among the physical signs of 
collapse. 


The x-ray findings substantiate the sur- 
mises as to what is going on in the chest. 
Coryllos* believes that it is impossible, in 
roentgenograms, to distinguish between ex- 
perimental lobar pneumonia and massive 
atelectasis. Holmes", however, gives a very 
brief but concise description of the roent- 
genographic findings. He believes that fail- 
ure to recognize this condition is due to the 
error of not considering collapse or by 
overlooking the shadow completely. 


Postoperative atelectasis may easily be 
confused with lung abscess or bronchiec- 
tasis. The signs of importance in the differ- 
entiation are: The shape of the shadow, 
which is tonguelike or triangular; its even 
density, with absence of mottling or cavity 
formation; the sharply defined margins, 
without evidence of inflammatory reaction 
around them; and the location of the 
shadow. The heart and mediastinal con- 
tents are displaced toward the affected side; 
the diaphragm is high; the intercostal 
spaces are narrow; but the costophrenic 
sinus is not obliterated. 


The postoperative pulmonary conditions 
most likely to be confused with acute mas- 
sive collapse are pneumonia or infarction. 
The character of the shadows produced by 
these conditions may resemble collapse to 
such an extent that a differentiation from 
the shape, density and position alone would 
be impossible. In these cases, however, the 
displacement of the heart and mediastinum 
to the affected side is absent or slight— 
never present to the extent seen in col- 
lapse. The position of the diaphragm may 
be high, but not extremely so; some re- 
spiratory excursion is usually present, and 
dull patches in the opposite lung are not 
infrequent. In postoperative pulmonary 
complications, it is usually not possible to 
make fluoroscopic studies, and the roent- 
genologic observations are obtained from 
a series of films. 


DIAGNOSIS AND PROGNOSIS 


In typical cases of some hours’ standing, 


16.—Holmes, G. W.: 
Massive Atelectasis and Postoperative Pneumonia. 


Roentgen Observations in 


J.A.M.A., 93:100: (July 18) 1929. 
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signs of consolidation, sinking of the chest 
wall, deviation of the mediastinum and 
trachea towards the consolidation and ele- 
vation of the diaphragm make a definite 
picture. Collapse should be thought of in 
connection with any chest wound; with 
any affection of the air passages, of the 
lungs, pleura and mediastinum; and with 
any postoperative pulmonary accident. 
Unilateral consolidation of the lung, sub- 
sequent to an operation, should always 
suggest massive collapse, since postoperative 
pneumonias are usually of bilateral distri- 
bution. Displacement of the heart and 
mediastinum towards a consolidated area 
in the chest, which has developed acutely, 
is always an expression of collapse. 

From a large pneumonic consolidation, 
collapse would be distinguished by the dis- 
placement of the organs toward the con- 
solidation. From effusions in general, col- 
lapse differs insofar as effusions push down 
the diaphragm and liver, and displace the 
mediastinum toward the unaffected side. 

A developing collapse of the lung may 
have to be distinguished from the various 
acute cardiac conditions and from em- 
bolism, fat embolism and other postopera- 
tive complications involving the heart and 
lungs. The detection of an area of consol- 
idation, with the subsequent displacement 
into the consolidation of the chest contents, 
is the essential part of the diagnosis, for 
the symptoms of chest oppressions, cya- 
nosis, dyspnea and rapid heart action are 
common to all. 

The prognosis is good; rarely does atal- 
ectatic collapse prove fatal. The final result 
is, of course, dependent upon associated 
conditions. Death, in four cases reported 
by Ball*’, where only the bases had been 
collapsed, must be considered unusual. 


TREATMENT 


The treatment has been under much dis- 
cussion. Symptomatic treatment for the 
collapse is instituted. Jackson’* and his co- 
workers’? have reported reinflation after 
repeated bronchoscopic removal of mucus 
from the bronchi. 


There is, however, a method which does 
not subject the patient to the dangers of 
bronchoscopy — hyperventilation of the 
lungs with carbon dioxide after operation. 


17.—Ball: Arch. Path., May, 1928. 

18.—Jackson, Chevalier, and Lee, W. E.: Ann. 
Surg., 82:364 (Sept.) 1925. 

19.—Hearn, W. P., and Clerf, L. H.: Ann. Surg., 
83:541 (June) 1927. 
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Henderson’s™ theory is also based on this 
treatment. Scott and Cutler? have worked 
out this treatment very well. They use any 
of the standard gas machines. Their pro- 
cedure is as follows: 

The gas, from a tank of 30 percent 
carbon dioxide and 70 percent oxygen, is 
delivered, undiluted, to the mask; the anes- 
thetist varies the amount of carbon dioxide 
by allowing the admixture of air around 
the mask and by the interval the latter 
is held in position. The whole purpose of 
the procedure is to hyperventilate fairly 
vigorously, but not sufficiently to tire the 
patient or raise the blood pressure exces- 
sively. After the patient begins to breathe 
deeply and at a slightly increased rate, 
the mask is removed or lifted and the hyper- 
ventilation diminishes. Usually several 
such waves of increased depth of respira- 
tion are produced in this manner, over a 
period of from five to ten minutes. For a 
moderately long ether anesthesia, this does 
not suffice to deetherize the patient com- 
pletely to the point of consciousness, 
though it usually improves the color and 
the pulse volume. The purpose of this 
routine hyperventilation is not primarily 
that of deetherization, but the prophylaxis 
of massive atelectasis. The precaution is 
always taken that hyperventilation is not 
carried to the extent of tiring the patient. 
Infants, persons with pulmonary disease 
and cachectic patients are the only ones 
not to be given hyperventilation. 

Overholt?® and his associates have been 
interested in a method of restoring the in- 
traperitoneal pressure to its normal sub- 
atmospheric status, in order to prevent the 
elevation of the diaphragm and the sub- 
sequent pulmonary involvement.. Their 
clinical experience is, however, very limi- 
ted. They suggest a method to shorten the 
duration of the mechanical disturbances of 
diaphragmatic activity following abdo- 
minal operations. They attempt to force 
the diaphragm to a lower position and to 
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reexpand basal portions of the lung as the 
abdomen is sealed. This is done by having 
the anesthetist give carbon dioxide inhala- 
tions under positive pressure as the abdo- 
men is closed. Air in the abdominal cavity 
is displaced by physiologic solutions of 
sodium chloride, and this is removed by 
suction when the peritoneum is finally 
closed. 


Finally, all postoperative dressings should 
be so arranged as to hinder respiration as 
little as possible; all patients during the 
first forty-eight hours after operation 
should be kept in a semi-Fowler position; 
the free use of morphine postoperatively, 
for pain, should be encouraged. 


SUMMARY 


1.—Massive atelectatic collapse of the 
lung is a definite clinical entity. 


2.—It is characterized by sudden col- 
lapse of one or more lobes in a lung pre- 
viously well aerated. 


3.—The cause is, at present, not known. 
Whether it is due to a reflex action of the 
vagus on the bronchioles of the lung; ob- 
struction; or lack of aeration is still specu- 
lative. The theory of acapnia, or the defi- 
ciency of carbon dioxide in the blood and 
tissues affecting the respiratory processes, 
seems to explain it most satisfactorily, since 
it is substantiated by the success of treat- 
ment by hyperventilation. 


4.—It is frequently observed after abdo- 
minal operations, wounds and other in- 
juries, such as fractures of the pelvis or 
femur, but may follow trivial injuries. 

5.—The treatment is simple and consists 
of hyperventilation of the lungs with car- 
bon dioxide; using postoperative dressings 
that do not hinder respirations; using the 
semi-Fowler position postoperatively, and 
shifting the patient from side to side; and 
finally by the judicious use of morphine 
for the relief of pain. 


1301 South 49th Court. 
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A ProBLeM FOR SOCIOLOGISTS 


Our problem today does not appzar to be an inability to produce 
enough; rather it has to do with how to utilize our present production 


capacity. 


It is not the problem of want; properly considzred it is the 


problem of plenty. Such problems are not primarily for thz engineer, 
the scientist or the inventor; they arz for those who deal with social 
economic, political and financial questions; they arz problems concerning 
human relationships—BANCROFT GHERARDI, Vice-Pres., A. T. & T. Co. 





Complications of Prostatectomy 
By Robert E. Kinloch, M.D., F.A.C.S., Brooklyn, N. Y. 


Y OBJECT in this paper is to re- 
port complications that may occur, 
directly or indirectly, as the result 

of prostatectomy. These observations were 
recorded during the postoperative conval- 
escence of 100 prostatectomized patients. 


A review of the literature impresses one 
with the improvement of technic of this 
particular surgical procedure. In the light 
of present knowledge, reports of prostatec- 
tomy twenty-five or thirty years ago some- 
times contain amusing incidents. 

A general surgeon of that date states: 
“It is wise to inform a patient, who has 
been obliged to be catheterized before 
operation, that it may be necessary to con- 
tinue this procedure after operation, but 
it is safe to promise him that catheteriza- 
tion will be much easier and comparatively 
painless.” His experience doubtless justi- 


fied his extreme conservatism and war- 
ranted his refusing to commit himself 


definitely. 

I have come to realize that prostatic 
hypertrophy can no longer be considered 
merely as an obstructive condition of the 
bladder neck, but must be thought of as a 
disease, associated with degenerative lesions 
in other parts of the body, since it occurs 
at an age which is characterized by these 
degenerative changes. And so, in reviewing 
the complications of prostatectomy, I find 
that many of these conditions are not com- 
plications of the operation itself, but are 
due either to obstructive changes, which 
may or may not have manifested them- 
selves before operation, or to degenerative 
lesions in the organs themselves. 

In preparing this paper I have analyzed 
100 prostatectomies on my service at the 
Cumberland Hospital. They were done by 
the suprapubic route. Twenty-two (22) 
were done in one stage, with preliminary 
catheter drainage, and 78 in two stages, 
with preliminary suprapubic cystotomy. 
The ages of these patients varied from 51 
to 80 years, the average age being 61. Pre- 
liminary drainage varied from ten days to 
two weeks where catheter drainage was 
employed, while in the two-stage opera- 
tion the period of drainage varied from 
two weeks to six months. 

There were 9 deaths, the causes being: 


General Sepsis 


Pneumonia 

Pyelonephritis 

Cardiovascular Disease ............ 3 cases 

Renal insufficiency and uremia are the 
most frequent of the complications seen. 
As a rule, however, these are not compli- 
cations of the operation itself, but a result 
of continued back-pressure from an over- 
distended bladder. One can be certain that 
some back-pressure exists in every case 
where residual urine is present. 


PREOPERATIVE MEASURES 


The most important factors in the pre- 
vention of renal complications is adequate 
and judicious bladder drainage 


Attention must be directed to the dang- 
ers associated with the sudden emptying 
of an overdistended bladder and the im- 
portance of gradual decompression, so that, 
although I talk of the safety of the two- 
stage operation, the safest procedure is 
really the three-stage operation, for supra- 
pubic cystotomy without preliminary drain- 
age carries with it a mortality of from 
six to ten percent in itself. 


The routine method has been to fasten 
a catheter in the urethra and so to regulate 
the flow that the bladder is never com- 
pletely emptied in less than forty-eight 
hours. This permits the stabilization of the 
renal reserve and prevents the passive con- 
gestion of the kidneys which may follow 
the sudden relief of intravesical pressure. 
At the same time, fluids are forced and 
studies of renal function made. Drainage 
is continued until the blood urea nitrogen 
drops below 20 milligrams per 100 cc. of 
blood, and the phthalein execretion is at 
least 30 percent for two hours. I have, 
however, not laid too much stress on the 
phthalein excretion, since the possibilities 
for error are often great. 

Careful preliminary treatment is of the 
utmost importance, even in those cases 
which appear to be excellent surgical risks 
and apparently show no evidence of renal 
disturbance, with a minimum of retention. 
Recent studies by Hunt have shown that 
the mortality rate in these cases approaches 
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that of the poor risk who has had the 
advantage of prolonged preoperative care. 
However, at times, in spite of proper pre- 
liminary drainage and where studies of the 
kidneys have indicated sufficient renal re- 
serve, uremia will occur, due to added 
strain incident to the operation and the 
anesthesia, causing acute congestion of the 
renal parenchyma, with a resulting inhi- 
bition of renal function. 

Deaver has pointed out that this condi- 
tion is dependent on an antecedent chronic 
interstitial nephritis or chronic bilateral 
pyelonephritis. The exact mechanism by 
which this condition is produced is still 
unknown, my conception being that it is 
due to a retention of some toxin. It mani- 
fests itself usually by the appearance of 
nausea, vomiting, hiccup and abdominal 
distention, and pyelonephritis occurs more 
frequently than reports indicate—it is not 
known how often, because the lower urin- 
ary tract is in such urgent need of atten- 
tion that the ureters are not catheterized. 
The etiology is usually from the prostate. 
The renal condition will improve or dis- 
appear after prostatectomy. 

Usually the patient should not be sub- 
jected to any more routine examination 
than is necessary. His general condition 
is poor; he is uncomfortable and needs im- 
mediate relief. Undoubtedly the increased 
muscular effort required to empty the 
bladder and the obstruction to the outflow 
of urine cause ureteral reflux. 

Mental symptoms are very often present, 
appearing as mental dullness, delirium and, 
if the condition is not combated, going on 
to coma and death. 

Toxemic hiccup, when it occurs, is often 
most trying and at times very stubborn, 
going on in spite of all treatment to a 
point where the patient is near exhaustion. 
In these cases I have of late given the CO, 
treatment. This consists in the inhalation 
of a mixture of 5 percent CO, with 95 
percent oxygen, for from two to five 
minutes every hour for a period of twenty- 
four hours. The constant clinical feature 
of this condition is the deficiency in the 
quantity or quality of the urine excreted 
and, from the pathologic viewpoint, the 
most constant feature is the increase in 
the non-protein nitrogen of the blood. 
Treatment consists in the forcing of fluids, 
either by mouth, rectum, hypodermoclysis 
or into a vein, and this must be done to 
the limit of the patient’s tolerance. I have 
given these cases 1,000 cc. of saline solu- 
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tion subcutaneously, two to three times 
daily, in conjunction with 500 cc. of 5- 
percent dextrose intravenously, once a day. 


CARDIOVASCULAR COMPLICATIONS 


There can be no doubt that the con- 
tinued back pressure associated with pro- 
static hypertrophy has a pronounced effect 
on the cardiovascular system. In a series 
of fatalities studied by La Compte, 10.2 
percent were found to be heart deaths. 
In my series three deaths were laid to 
cardiac disease. Willus, in a study of 705 
cases of hypertrophy of the prostate, 
found that 42 percent were suffering from 
cardiac disease. He also showed that the 
incidence of cardiovascular disease is 
higher with prostatic obstruction than with 
any other disease occurring during this 
period of life. Endocarditis, being chiefly 
a disease of youth, is seldom encountered. 
I find here the flabby, irregular heart, with 
a myocardium injured by chronic infection 
or coronary sclerosis. 

I am often so engrossed in the primary 
prostatic condition that I neglect going into 
a careful history which might throw light 
on conditions existing in other systems 
besides the genitourinary organs. A history 
of dyspnea, edema, cough and previous 
attacks of decompensation should be gone 
into. A low blood pressure, distant heart 
sounds and crepitant rales at the bases of 
the lungs should put me on my guard and 
cause me to seek the advice and coopera- 
tion of the medical consultant before 
surgery is attempted. In one case recently 
operated upon, the patient, who was ap- 
parently making satisfactory progress, died 
suddently during the night. The cause of 
death was put down by the house physician 
as embolus. Autopsy showed no evidence 
of an embolus, but an acutely dilated 
heart with a poor, flabby myocardium. 

Much has been said about getting these 
patients out of bed promptly, to prevent 
the occurrence of bronchopneumonia. I 
have felt that this practice is beset with 
dangers and that it is often too much of 
a load to be thrown upon an already dam- 
aged myocardium. 

Embolism is a vascular complication 
which, although infrequent, is most annoy- 
ing, since it usually occurs when the pa- 
tient is apparently out of trouble and con- 
valescing. It is due to thrombosis of the 
pelvic veins, and there is little that can 
be done either in the way of prevention 
or treatment. 
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The explanation of toxic psychosis is not 
easy. Even though all function tests are 
satisfactory, it seems to be of uremic origin. 
Its onset is sudden; it commonly persists 
not more than a day or two; and it dis- 
appears quickly. A patient of mine with 
toxic psychosis suddenly ceased being rest- 
less, began to notice what was going on in 
the room and said to the nurse, “I did not 
give you your check the other day. Give 
me my pen and all the bills.” He signed 
his name as well as he ever did. 


Pulmonary complications are probably 
more frequent than figures tend to indicate. 
They are usually transitory, however, and 
clear up as the toxic and cardiac conditions 
improve. Nothing can be done to estimate 
what the lungs will do under the stress of 
the anesthesia and the operation. Fifty- 
five of my cases were operated upon under 
spinal anesthesia. However, I have felt 
that the marked reaction incidental to the 
sudden disturbance of blood-pressure ren- 
ders it unsafe in many cases and I am now 
using ethylene routinely. I find that pa- 
tients do much better, have less postopera- 
tive reactions, and show no signs of serious 
pulmonary complications. I have found 
that the use of ethylene as an anesthetic, 
together with the routine administration of 
saline solution subcutaneously, either on the 
table or as soon as the patient is returned 
to bed, has kept the blood pressure up and 


has practically done away with shock. 
HEMORRHAGE 


Hemorrhage at the time of operation is 
seldom alarming and rarely in itself a cause 
of death. However, even comparatively 
slight bleeding may be a considerable factor 
in the production of shock and the lower- 
ing of the patient's resistance to infection. 

Various methods for the control of bleed- 
ing have been devised. Lichtenstern, of 
Vienna, has advocated the use of inter- 
rupted sutures at the bladder outlet. This 
can be done only when the one-stage oper- 
tion is performed under visualization. 
Methods commonly in use are massage of 
the prostatic capsule, irrigations with hot 
solutions, gauze pack of the prostatic cap- 
sule, and the use of a hemostatic bag. On 
my service the practice has been to insert 
a hot sponge into the prostatic bed, follow- 
ing enucleation of the gland, and this is 
held in place for a minute or two under 
pressure. A packing of vaseline gauze strips 
is then inserted and left in place for from 
twenty-four to forty-eight hours. 
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A most annoying complication is the 
occurrence of secondary hemorrhage. This 
may appear at any time during convales- 
cence and is due to sloughing of the pro- 
static bed, or as a result of trauma asso- 
ciated with the removal of the packing. 
Here it is very often necessary to reopen 
the wound, clean out the clots and repack 
the prostatic capsule. 

In the case which is slow in coming 
back, because of considerable oozing, noth- 
ing is of more value than transfusion. The 
effect of saline and dextrose is often only 
transitory. Blood transfusion is of the ut- 
most value in combating the associated 
shock, lost fluids are replaced, the coagu- 
lation time of the blood is decreased, and 
the patient very often shows immediate 
signs of improvement. I have made it a 
matter of routine to type the blood in all 
cases, as a part of our preparation for 
prostatectomy. 


INFECTIONS 


The danger of infection has been greatly 
minimized by a process of immunization. 
As has been previously pointed out, very 
often the man in good health, with an 
uninfected urine, but where insufficient 
preliminary drainage has been instituted, 
will be the type of case which may develop 
general sepsis. Infection of the prevesical 
space is infrequent, with proper drainage. 
However, the opening .of an infected blad- 
der, without adequate drainage of the space 
of Retzius, may lead to prolonged infection 
and general sepsis. 

Infection of the prostatic bed may go on 
to gross suppuration and may perforate the 
deeper pelvic fascia and invade the peri- 
rectal space. Recently, several cases of 
severe infectious processes have been re- 
ported, where the posterior surface of the 
pubic bone had been attacked, the peri- 
osteum denuded and a true osteitis set up. 

More serious is the occurrence of pye- 
lonephritis and pyelonephrosis. Pyelone- 
phrosis, when found, has always existed 
before operation, and the pyelonephritis 
may be a flare-up of a chronic condition 
which has accompanied the prostatic hyper- 
trophy, but has gone unrecognized because 
cystoscopy and ureteral catheterization was 
not done. This brings up the question of 
the advisability of doing cystoscopy in these 
cases. In the cases reviewed, cystoscopy 
was performed where possible, and I have 
found it of great value in estimating the 
degree of prostatic enlargement, and in the 





June, 1932 


PROSTATECTOMY 435 


diagnosis of diverticula, tumors and stones. ¥ cases continue to have some residual urine 


The treatment of infections consists in 
the opening of pus collections, when they 
can be localized, together with the forcing 
of fluids by all available methods. 

It has been estimated that epididymitis 
occurs in about 20 percent of all cases. In 
the last 75 cases in my series, where pre- 
liminary vasectomy was performed, no in- 
volvement of the epididymis has been 
noted. Epididymitis may occur before 
operation, very often as a result of cathe- 
terization. The condition is usually uni- 
lateral and seldom goes on to suppuration. 
Boyd has pointed out that epididymitis 
practically always indicates an associated 
seminal vesiculitis on the corresponding 
side, and that the cause lies in the trauma 
inflicted on the vesicles, together with in- 
adequate drainage of the prostatic bed. 
Very often, however, seminal vesiculitis 
may occur without epididymitis and is a 
potent factor in the persistence of pyuria 
following prostatectomy, unless recognized 
and treated. 

Pyuria following prostatectomy is often 
an annoying complication. It is usually 
put down as cystitis, and bladder irriga- 
tions are instituted. There are, however, 
several factors which tend to perpetuate 
the cystitis and its associated pyuria. The 
occurrence of seminal vesiculitis has been 
mentioned. Rathbun has described three 
signs which are fairly diagnostic of this 
condition following prostatectomy. They 


are: frequency of urination, priapism and, 


pyuria. Other causes of persistent pyuria 
are incomplete removal of the prostate 
gland, the presence of an infected diver- 
ticulum and the presence of overlooked 
infection in the upper urinary tract. In 
all cases where pus in the urine continues 
to exist, a careful rectal examination should 
be done and, if indicated, followed by a 
cystogram and cystoscopy. 

I have had in my series, two cases of 
persistent suprapubic fistula. This is not 
a common complication when the opera- 
tion is performed by the suprapubic route, 
and when it occurs it is usually due to 
fibrosis of the bladder neck or to opening 
the bladder too low. It will rarely occur 
where an indwelling urethral catheter has 
been allowed to remain in place and where 
a sound has been passed after a reasonable 
length of time following operation. 


RETENTION AND INCONTINENCE 
Deaver has stated that 8 percent of all 


following operation. This may be due to 
contracture of the bladder neck, incom- 
plete enucleation or atony of the bladder 
musculature. Unless the removal of the 
prostate results in the relief of retention 
and the disappearance of residual urine, 
the operation must be put down as a 
failure. Secondary contracture at the 
jbladder neck may be well taken care of 
by means of the Caulk or Collings oper- 
ation. 

Incontinence is a complication seen at 
times. Although infrequently encountered 
in the suprapubic operation, when it does 
ccur it is extremely uncomfortable. Chute 

has stated that this condition is due to an 
injury to the cut-off muscle—either to a 
cutting of the fibers or the catching of 
its fibers in scar tissue. I believe this to 
‘he due to the removal of a very large 
prostate which was mostly intraurethral 
and anterior to the internal sphincter; to 
too-great or too-continued pressure of 
either a rubber bag or gauze packing; or 
to debility and emaciation in the patients. 
| The treatment of this type of incon- 
tinence is very unsatisfactory and the pa- 
tients continue to dribble, in spite of all 
local treatments. 
' Inability to void after operation is a 
rather embarrassing, but fortunately infre- 
quent, occurrence. I find but two instances 
in my series of cases. Both were due to 
the closing of the vesical end of the urethra 
by scar tissue. The wounds refused to heal 
until the condition was corrected. In one 
case it was possible to open the urethra 
with the somewhat forcible passage of a 
urethral sound, leaving a retention cath- 
eter in place until the wound was closed. 
The second case necessitated enlarging the 
suprapubic wound and, under direct 
vision, excision of the scar tissue. 


SEXUAL FUNCTION 


. Patients often inquire what effect the 
operation will have on their sexual powers. 

Seventy (70) percent of the cases that 
returned to my clinic stated that their 
sexual functions were unimpaired. I have 
occasionally found that potency has been 
restored by the operation, in patients who 
previously claimed they were impotent. 
This is due either to our preliminary vasec- 
itomy, or possibly to relief of pressure on 
he displaced ejaculatory ducts, which 
llows the re-establishment of the normal 
reflex. 
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From this summary it can be seen that 
the operation is but an incident in the 
handling of the prostatic patient and that 
success does not depend on a spectacular 
enucleation of the prostate, but rather on 
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the ability of the surgeon to recognize the 
dangers associated with the condition and 
his careful, premeditated thought for their 
prevention. 

24 Eighth Avenue. 


Office Treatment by Injections 
By F. D. La Rochelle, M.D., Springfield, Mass. 


NUMBER of years ago, I spent 
some time in the clinic of the 
orthopedic surgeon Calot, in Paris, 
and was very much impressed by what he 
called the “injection treatment” of tuber- 
culous lesions. His method consisted in 
evacuating cold abscesses by means of aspir- 
ation, and introducing sclerosing solutions. 
In the treatment of early lesions, before 
liquefaction had taken place, he injected 
liquefying solutions. Judging from the pa- 
tients observed at that time, this appeared 
a very satisfactory treatment in his hands. 
When I reached home I obtained his book* 
and followed directions very closely, but 
my success was not such as to warrant con- 
tinuing this form of treatment, specially so 
since I later found that x-ray and ultra- 
violet radiations, with the Gerson diet, 
gave entirely satisfactory results in the 
treatment of local tuberculous lesions. 
The injection treatment again attracted 
my attention when Sicard? published his 
book describing what he called the “scleros- 
ing treatment” of varicose veins. The re- 
sults obtained from this method were so 
good that I was led to give up entirely 
the operative treatment of varicose veins 
and ulcers of the leg. I sought to apply 
the principle to a number of other con- 
ditions, and gradually extended this method 
of treatment until today the injection 
method, for a number of conditions, ap- 
pears to be the method of choice, and of 
value in a number of others. 


VARICOSE VEINS AND ULCERS 


While a great deal has been written in 
recent years relative to the injection treat- 
ment of varicose veins and ulcers, there 
is little to be found beyond what was 
written in Sicard’s book. Once the out- 
standing features of this treatment are un- 
derstood, excellent results may be obtained 

1.—Calot, F.: “L’Orthopedie Indispensable”; N. 
Maloine, Paris, 1926. 


2.—Sicard et Gaucher: “Traitement des Varices"’ ; 
Masson et Cie., Paris, 1927 


with great regularity. Of course, the indi- 
cations must be recognized, as poor results 
are probably more often due to bad selec- 
tion of patients than to any other factor. 
Varicosities of the superficial veins, with 
intact deep veins, constitute the basis for 
the sclerosing treatment. 

All the solutions that have been proposed 
have merit, and with the usual care, good 
results are the rule. Twenty percent sodium 
chloride and forty percent sodium salicylate 
are two good solutions to use. The objec- 
tion to both is that a cramp follows shortly 
after the injection. This can be avoided by 
adding 1 cc. of a 1:1,000 solution of 
Butyn to each 100 cc. of the solution to 
be injected. Apparently, in this dilution 


of the Butyn (1: 100,000), no harm 
results. 


Perhaps the most safe and satisfactory 
solution is one containing invert sugar, 30 
percent; sodium chloride, 10 percent; and 
benzyl carbinol (as an anesthetic), 1 per- 
cent, marketed under the name of Varisol. 

Of course, if any quantity of the solu- 
tion is deposited outside the vein, necrosis 
is likely to follow, specially in the skin. 
These solutions do not necessarily produce 
necrosis of the deeper tissues. Only the 
finest needle should be used and it is well 
not to withdraw the needle immediately. 
This time allows the solution to become 
mixed with the blood and, if there is any 
leakage in the tissues through the punc- 
ture wound, necrosis is less likely to take 
place. 

Ulcers of the leg complicating varicose 
veins are due to edema of the leg, and 
once this is remedied the ulcer will heal 
by itself. There are a number of methods 
for combating this edema. A_ rubber 
sponge, elastic bandages and adhesive strips 
are all satisfactory. The results are invari- 
ably good. In fact, the most important 
thing to know about varicose ulcers of the 
leg is that they can be healed, whether 
large or small, irrespective of the duration. 
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Failure to obtain healing means either that 
the treatment has not been properly carried 
out, or that some complication exists. 


INTERNAL HEMORRHOIDS 


The injection treatment of internal 
hemorrhoids is so satisfactory that it has 
almost entirely displaced operation. The 
procedure is entirely ambulatory; there is 
no pain, complications are rare, and the 
results unusually good. 

Five percent phenol in Wesson oil, with 
2 grains of menthol to the ounce (Blan 
chard), is the solution of choice. Any prac- 
titioner can readily learn to carry out the 
treatment by spending a short time with 
an experienced operator. It is essential to 
have good equipment, and it is very un- 
wise to try to learn this technic from read- 
ing only. There are a few points that can 
be learned only by actual demonstration. 
No practitioner should attempt this treat- 
ment with makeshift instruments. A good 
speculum, needle and syringe are the 
important tools. 


ANAL FISSURE 


Anal fissure is usually a complication of 
hemorrhoids, or it may exist independ- 
ently. A fissure causes spasm of the 
sphincter and, in turn, spasm aggravates 
the fissure. The vicious circle must be 
broken to achieve results. This can be ac- 
complished by divulsion of the sphincter 
or by injecting the following solution 
under the fissure. In some instances both 
treatments may be used. 

R Phenolized Oil (5%) 

Benzocaine 
Menthol 

This solution produces a lasting anes- 
thesia. Local applications will then heal 
the fissure. It is always well to allow some 
weeks to pass after the fissure is healed 
before introducing a speculum, as the force- 
ful dilatation of the sphincter by the 
speculum may reopen the fissure. 


Pruritus ANI 


Pruritus ani is often a manifestation of 
allergy. We had one patient who developed 
pruritus as a result of eating walnuts, and 
another from eating apples. It is always 
well to attempt to find the particular food 
responsible for the condition and, when 
this is not possible, it is well to change 
the diet radically, hoping in this way to 
obtain the same result, even if the precise 
antigen is not recognized. 
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As a palliative treatment, the following 
solution may be injected around the anus 
beneath the skin. Five (5) cubic centi- 
meters to each side is satisfactory, and this 
may be repeated at intervals of ten days. 

BR Phenolized Oil (5%) 

Benzocaine 
Menthol 
Color with Sudan III 

It must be remembered that this injec- 
tion is only palliative and serious attempts 
should be made to eradicate the basic cause 
of the disease. 


INJECTION TREATMENT OF HERNIA 


Fifty years ago the injection method of 
treating hernia was very popular. With 
the advent of aseptic surgery and the Bas- 
sini operation, this method was all but 
forgotten, but now it is being revived. The 
literature is already extensive and the re- 
sults are being improved so much that it 
now appears that before long it may be a 
serious competitor of surgical methods. 

I have reviewed the literature in a 
paper that will be published in the Ameri- 
can Journal of Surgery, and in another 
paper, to appear in the Medical Journal 
and Record, I described the improvements 
made since writing the first paper. By 
reading these two papers and by spending 
a short time with an experienced operator, 
any surgeon can readily become familiar 
with this method and achieve good results. 
A number of points are not yet clear, so 
it is well not to promise too much to the 
patient and to watch the literature closely, 
so as to improve the treatment with cur- 
rent developments. 

Hernia solution: 
Mayer’s solution). 

R Zinc sulphate 

Phenol 

Glycerin . 

1:1,000 Butyn, aqueous sol. 100.0 
Sig: 5 to 25 minims, injected once a week. 


(a modification of 


INJECTION TREATMENT OF SCIATICA 


Sciatica has been a problem for physi- 
cians for years, but now we have a treat- 
ment that is very satisfactory, if only pal- 
liative. It consists of injecting the same 
solution described under “Pruritus Ani,” 


near the sciatic nerve in its course on 
the outer side of the tuberosity of the 
ischium. 

The technic is not difficult. The patient 
lies on his abdomen on the table. A line 
is drawn from the tuberosity to the great 
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trochanter. The nerve runs under a point 
on this line about one inch to the outer 
side of the tuberosity. 

The skin should be thoroughly anes- 
thetized, and a long needle introduced to 
the nerve. When the nerve is struck, a 
sharp pain runs down the leg. The sy- 
ringe is then attached and 5 cc. of the 
solution injected slowly around—not in— 
the nerve. Relief is immediate and lasts 
a week or ten days. As a rule, two to 
three treatments will afford considerable 
permanent relief. It is well to combine this 
palliative treatment with measures aimed 
at the underlying condition. In my exper- 
ience this injection method has proved more 
satisfactory than any other treatment. 


VARICOCELE 


The surgical treatment of varicocele 
never gave brilliant results, and the injec- 
tion treatment is to be preferred. I have 
used 5-percent phenol in oil, and 40-percent 
sodium salicylate, to inject the varicosities. 
Both have given good results and it ap- 
pears that, with further experience, this 
treatment may be improved and eventually 
replace surgical methods. 


IscHIO-RECTAL ABSCESS 


The treatment generally accepted for 
ischio-rectal abscess has been surgical evac- 
uation, under a general anesthetic, and 
packing with gauze. 

In many instances, aspiration of the pus 
with a coarse needle and the introduction of 
5-percent phenol in oil, repeated every 
day or two, will result in cure without 
operation. If not successful, simple inci- 
sion without packing will result in cure. 
I no longer pack these wounds, but irri- 
gate them daily by means of a small tube 
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attached to a syringe. Healing is more 
prompt, convalescence is much shorter and 
there is less scar tissue. 


BARTHOLIN’s GLAND ABSCESS 


The classic treatment for abscess of 
Bartholin’s glands is dissection. Aspira- 
tion of the pus and injection of phenol- 
ized oil, daily over a period of a week or 
ten days, will cure a fair percentage of 
these cases. It is only in the exceptional 
instance that operation is necessary. The 
treatment may be entirely ambulatory and 
there is no resulting scar. 


PROLAPSE OF THE UTERUS 


First and second degree prolapse of the 
uterus may sometimes be cured by injec- 
tion, if the perineal support is good The 
technic is simple. Place the patient on the 
table and put the uterus in place. Then, 
with a needle similar to that used for in- 
jecting internal hemorrhoids, 1 cc. of 
“hernia solution” is injected in each lateral 
fornix and the vagina is packed tight with 
gauze saturated with glycerine. The packing 
is removed in twenty-four hours and the 
treatment repeated once a week. A firm 
scar forms in the lateral fornices and sup- 
ports the uterus in the normal position. 


The tendency in recent years has been 
away from hospital surgery and towards 
ambulatory methods. Recession in the 
economic situation of the people will hasten 
this movement, and it behooves every phy- 
sician to familiarize himself with these 
office methods, not to the exclusion of all 
others, but when indicated and properly 
carried out, results are to be obtained that 
many enthusiastic operators would readily 
declare impossible. 

89 Belmont Ave. 


A 


MINIMUM FEE SCHEDULES 


As I see it, the only thing which the uniform fee schedule lacks 
is adoption by 100 percent of our medical societies—not only adoption, 
but enforcement. Properly presented before the people of a community, 
by means of advertisements in the local papers, with emphasis upon 
the necessity to the profession and advantage to the public, the fee 
schedule should be welcomed rather than criticised and the county 
society adopting it commended rather than condemned. It is in forward 
steps of this kind that many a county society is able, for the first time, 
to feel its own spirit—Dr. H. SHERIDAN BAKETEL, in Med. Economics, 


Nov., 1930, 














Colon Bacillus Filtrate in Peritonitis® 


A Preliminary Report 


BRIEF review of the bacteriologic 
considerations of B. coli com- 
munis' will serve as an introduc- 
tion and justification of the work to be 


described. 


B. coli communis was discovered by 
Escherich in 1885. Since then it has been 
found to have a wide distribution in na- 
ture, and is constantly present in the in- 
testinal tract of man and many of the 
higher animals. It is often found in almost 
pure culture in the large intestine, but in 
the small bowel it grows, as a rule, in 
association with many other bacteria, the 
most important of which is B. lactis aero- 
genes. B. coli can be easily cultivated from 
the stools by any of the ordinary aerobic 
methods. It has been cultivated from the 
dejecta of infants in from four to eighteen 
hours after birth. It is probably identical 
with B. neapolitanus of Emmerich and B. 
pyogenes fetidus of Passet. 

Because its distribution is so widespread 
in nature, B. coli, or as it commonly called, 
the colon bacillus, may occur as an etio- 
logic factor in a large variety of conditions, 
either as the sole invading organism, in 
association with harmless saprophytes, or 
with pathogenic varieties. It is one of the 
peculiar arrangements of nature which per- 
mits of the development of a variety of 
organisms within the body in harmless 
contact with certain tissues, while if trans- 
planted or transported to other tissues, the 
cells of which are apparently not sensi- 
tized or immune to their presence, their 
development there leads to tissue destruc- 
tion. As an example in direct line with 
our work, the colon bacillus, while harm- 
less when in contact with the cells of the 
intestinal mucosa, may produce a fatal peri- 
tonitis when developing in contact with 
the endothelial cells of the intestinal serosa. 


In spite of the fact that B. coli is a 
normal inhabitant of the body, no general 
immunity reaction, such as that of agglu- 


*Re-eived for publication, Mar. 16, 1932. 
1.—Stone, . O.: “Diagnosis and Treatment of 
Colon Bacillus Infection,” in “Billings and Forch- 


heimer’s Therapeusis of Internal Diseases." D. Apple- 
ton & Co., 1929. 2:365-380. 
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tination, is shown by the blood of normal 
individuals. It has been stated that a large 
proportion of human serums will cause 
agglutination of B. coli in dilutions varying 
from 1:20 to 1:200, which would indicate, 
considerable natural immunity if this were 
universally true. However, clinically, this 
does not seem to be in accord with the 
facts. 


Whether there is a natural immunity or 
not, we know that colon bacillus peritonitis 
may occur from many causes, such as per- 
forative appendicitis, ascent from the vagina 
through the uterus or perforation of the 
uterus, by means of the lymphatics from 
lacerations of the hymen or perineum and 
contamination during the course of surgical 
procedures within the abdominal cavity, 
particularly cases in which some part of 
the gastro-intestinal tract is opened by 
intent or accident. 


The purpose of our preliminary work 
was to justify the beginning of a much 
larger series of controlled experiments, so 
that some fairly definite idea of dosage 
and reaction might be obtained. The method 
of infection was the same in each case and 
the application of treatment varied in only 
one of the experiments. 


TECHNIC OF STUDY 


Our method of procedure was to obtain 
a pure culture of human colon bacillus 
from a patient who was operated upon 
and found to have a ruptured gangrenous 
appendix, associated with peritonitis. In- 
fection of the guinea-pigs was carried out 
by the intraperitoneal injection of 0.2 cc. 
of twenty-four-hour cultures in broth of 
the original human strain obtained. The 
pathogenicity of this strain was determined 
by the untreated animals, all of which died 
of peritonitis in less than twenty-four 
hours. 

The filtrate used for the therapeutic ex- 
periments was prepared from the original 
culture by growing it for ten days, filtering 
it through a Berkfeld filter and heating the 
filtrate for thirty minutes at 56°C. 

The untreated cases were examined post- 
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mortem and were identical in the presence 
of acute diffuse peritonitis, exhibiting 
fibrinous adhesions «and a_ sero-purulent 
exudate from which were obtained pure 
cultures of B. coli. 

The treated animals all survived and 
were free from external signs of peritonitis 
within twelve hours. One of the treated 
animals was operated upon under aseptic 
precautions and the filtrate spread over the 
exposed inflamed peritoneum; one was in- 
jected with a single intraperitoneal injec- 
tion of colon bacillus filtrate; and one was 
injected with a mixture of equal parts of 
culture and filtrate. The pig treated surgic- 
ally experienced a distinct rigorous chill 
on waking and his temperature quickly 
dropped to normal. 

All temperatures were taken by rectum 
and all animals included in the series ex- 
hibited definite signs of acute diffuse peri- 
tonitis. The signs observed were as follows: 
rise in temperature from one to three de- 
grees; distention; muscular rigidity; anor- 
exia; failure to respond to external stimuli; 
and a peculiar rigid semi-extension and im- 
mobility of the hind legs. 


The normal temperatures varied between 
102° and 102.2°F. and, in the untreated 
cases, after a rise of one or two degrees 
which lasted several hours, dropped about 
an hour before death to 95 or 96 degrees. 


A brief account of each case will give 
some idea of the course followed. 


Case No. 1.——Injected with culture at 9:45 
A.M.; temperature (normal, 102.2°F.) rose to 
105.3° at noon, to 100.2° at 5:30 p.m. and 
dropped to 96.8° by 8:00 a.m. the next morn- 
ing; expired at 10:00 a.m. 

Case No. 2—Injected with culture at 1:00 
P.M.; temperature (normal 102.3°F) rose to 
104 at 3:30 p.m., dropped to 103 at 5:30 p.M., 
97 at 11:00 p.m. and 96.1 at 8.00 a.m. next 
morning; expired at 8:30 a.m. 

Case No. 3.—Injected with culture at 1:00 
P.M.; temperature (normal 102°F) rose to 103 
at 3:30 p.M., dropped to 102.2 at 5:30 p.m., 
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97 at 11:00 p.m. and 95.4 at 8:00 a.m. next 
morning; expired at 10:30 a.m. 

Case No. 4.—Injected with culture at 10:00 
A.M.; temperature (normal 102.2°F) rose to 
103° and remained so until operation at 9:00 
A.M, next morning. Abdomen opened in right 
lower quadrant under aseptic precautions; B. 
coli filtrate introduced directly to inflamed peri- 
toneum; abdomen closed. Recovered, with heal- 
ing of incision. Injected two days later with 
culture, with no noticeable effect. 

Case No. 5.—Injected with culture at 11:00 
A.M.; temperature (normal 102°F) rose to 103.2 
at 4:00 P.M.; injected with filtrate at 5:00 pP.M.; 
temperature normal next morning; recovery. 

Case No. 6.—Injected with equal parts of 
culture and filtrate at 11:00 a.mM.; temperature 
(normal 102.1°F) rose to 104 at 4:00 p.m. 
and dropped to 101.2 at 8:00 a.m. next morn- 
ing; recovery. 

Injected with culture one week later. Tempe- 
rature rose to 103.9°F. in two hours and slowly 
dropped to normal; recovery. 

The absence of symptoms following the 
second injection of culture in No. 4 might 
suggest that some of the filtrate was still 
present in the peritoneal cavity, but the 
recovery of No. 6 after a second injection 
was preceded by a definite departure from 
normal which lasted for several hours, and 
points to the persistence of sufficient im- 
munity to prevent fatal peritonitis. This 


is one of the questions we will try to 
answer from the results of our subsequent 
work, 


IMPRESSIONS 


1.—We feel that, in view of the inci- 
dence of colon bacillus peritonitis and the 
limited means for its effective treatment, 
a further study of the effect of colon 
bacillus filtrate is well worthy of trial. 


2.—In view of the observations reported 
in this paper, we expect that more extensive 
results will demonstrate that the thera- 
peutic effect of colon bacillus filtrate is 
decidedly beneficial in this type of peri- 
tonitis and that a definite degree of im- 
munity is produced. 


Lakeview Hospital. 


——__ 9 ag ope 


A Heartuy Minp 


Let us define mental health as the adjustment of human beings to the 
world and to each other, with a maximum of effectiveness and happiness. 
Not just efficiency, nor just contentment—nor the grace of obeying the 


rules of the game cheerfully. 


It is all of these together. 


It is the 


ability to maintain an even temper, an alert intelligence, socially con- 


siderate behavior and a happy disposition. 


mind.—K. A. MENNINGER. 


This, I think, is a healthy 
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ALINGERING of pain is most 

often encountered in the back. 

Lumbar or lumbosacral pains, di- 
rectly attributable to trauma and lacking 
in the graver phenomena marking severe 
spinal injuries, is suspicious. Skiagraphy 
reveals fracture of transverse processes or 
compression by fractures of the bodies of 
the vertebrae, but it is no easy matter to 
differentiate between real and spurious pain 


in the back. 


Pain and stiffness in the lumbar region 
may have many origins: movable kidney, 
renal calculus, etc. Subacute or more acute 
forms of osteomyelitis must be tested for. 
Tuberculous or non-tuberculous spondylitis 
must be eliminated; as also the possibility 
of pain or rigidity being due to muscular 
“rheumatism.” Traumatic lumbago is a 


frequent claim under the compensation 


acts. 

When a patient enters the room, his pose, 
gait and general conduct should be closely 
watched. In genuine cases the lumbar 
column and pelvis are, as far as possible, 
immobilized. Therefore the following 
points should be noticed: 

1.—If there is an absence of unconscious 
normal swaying of the trunk for balance 
rigidity; 

2.—If the patient bends forward with 
a “list” to either side; 

3.—If he walks cautiously or in a grop- 
ing manner; 

4.—If he sits down gingerly and, on 
rising, if he places his hands on the thighs 
at successively higher levels to find sup- 
port until he is upright. 

Absence of all these points to fraud or 
exaggeration. 


As he strips, one should be on the alert 
for wincing, when movements evoking pain 
are performed. When the trousers slip to 
the ground, if the examiner turns away, he 
may pick them up in order not to entangle 
his feet, and if, when seated upright in a 
chair, he is asked to straighten his knees, 
he may do so without wincing, though 
this involves strain on the dorsal muscles 
and fasciae. 


Ordinary lumbago often comes on either 
during work, in making a sudden but not 
necessarily violent effort, or while assum- 
ing some strained attitude, so the allega- 
tion of “accident” as the cause of lumbar 
pain must be taken with reserve and, be- 
fore conceding it to traumatic origin, in- 
quiry should be made concerning the 
following points: 


1.—If the patient had experienced symp- 
toms of discomfort or stiffness in the loins, 
sensory paraesthesia, tingling, pricking or 
itching sensations, common in initial at- 
tacks of simple lumbago; 

2.—If he had previously suffered from 
lumbago attacks, sciatica or other “rheu- 
matic” manifestations; 

3.—If the pain reached its maximum 
intensity at the time of the accident, or 
some hours or days later; 

4.—If it was bilateral: 

5.—If similar pains were experienced 
elsewhere; 

6.—If the pain, primarily in the loin, 
radiated later down the back of either leg. 

Should the answers to these questions 
be in the affirmative, it should suggest a 
“diathetic,” not a “traumatic,” cause. As 
regards point three, in genuine traumatic 
cases, the pain is immediate and its in- 
tensity is excrutiating. In doubtful cases, 
inquiry should be made as to whether the 
pain was preceded by a period of digestive 
incapacity, of gastric catarrh with slight 
malaise or of fleeting neuralgic fibro-mus- 
cular pains. 

The fact that simple lumbago is usually 
referred to some banal effort or muscular 
strain proves that compensation is con- 
stantly awarded in instances in which the 
true origin is not trauma but dietetic in- 
discretion or excess. 

In works dealing with malingering, little 
notice is taken of features suggesting 
“backache.” These are of static or mechan- 
ical origin and are as follows: 

1.—Gradual and insidious onset. 


2.—Existence of flatfoot, congenital or 
acquired; inequality of length of the legs; 
suddenly developed obesity; etc. 
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3.—Prolonged standing, walking, carry- 
ing or debilitating illness, leading to loss of 
time. 

4.—Pain in the sacral region, often over 
the sacro-iliac joints, radiating down the 
sciatic nerve and aggravated by straight leg 
extension. 


5.—Relief of pain after correction of 
the static deformity, reduction of body 
weight and gestoration of normal balance. 


It is always wise to inquire of the pa- 
tient if he has recently been digging or 
shovelling. Under such circumstances, the 
pain might be classed as a socalled “occu- 
pational disorder,” but not regarded as an 
“accident.” 


Marked disinclination to return to work, 
despite assurance that pain will gradually 
wear off, is suggestive of malingering. 

Suspicion of “backache” often occurs 
among workmen. Primarily it is genuine, 
but is subsequently the outcome of planned 
deceit, and it is well to secure the past 
history of the patient’s moral character. 

The circumstances of the accident may 
be unknown. The all-important point is, 
whether or not an accident has occurred; 
if so, in what attitude was the patient at 
the time? what was the condition of the 
muscles—tense or relaxed? and what was 
the nature of the surface on which the 
patient was standing? 

For example, did he fall, or was he 
pitched onto his head or shoulders, and the 
spine thereby forcibly doubled up? or did 
a heavy weight fall on his broad shoulders? 
In either instance the result would be 
sudden, acute forward flexion, producing 
strain or laceration of the posterior spinal 
muscles. Did the man fall from a height 
on his buttocks or ischial tuberosities? If 
so, the resulting lesion would be a strain 
of the sacro-iliac ligaments of one or both 
sides. Again, did he suffer direct violence 
to the back; e.g. by a kick or a fall from a 
height, as from a scaffolding? In that case 
the lumbar column would undergo over- 
extension, so that strain or tearing of the 
psoas or anterior spinal ligaments might 
ensue. If the victim landed on a projecting 
corner, the blow received should be de- 
fined and localized; fractures of laminae 
or spinous processes might result. 

Points attesting to the reality and sever- 
ity of the pain are: 

1.—Local swelling, ecchymosis and, in 
cases of long standing, tissue induration, 
trophic and vasomotor changes. 
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2.—Tenderness to pressure at the site 
of pain. 

3.—Local muscular spasm and rigidity. 

4.—Aggravation of pain by active con- 
traction or passive extension of the affected 
muscles. 


5.—Absolute impotence of affected mus- 
cles. 

6.—Altered facial expression, pupillary 
dilatation, accelerated pulse rate and raised 
blood pressure. 

Cases showing the foregoing signs can be 
dismissed as being beyond simulation, but 
not exaggeration. 

Pain in traumatic lumbago is intensified 
by certain movements. The man sits and 
places his hands on the thigh of the affected 
side. If he is asked to raise his knee against 
resistance, this movement causes him pain. 
The physician then places his hand beneath 
the thigh and bids him depress his knee 
against resistance. If this causes him no 
pain, he is malingering, because, in the 
second maneuver, the lumber muscles par- 
ticipate in the movement. The malingerer, 
unaware that often different movements 
are subserved by the same muscle, is be- 
trayed into contradictions. 

Genuine traumatic lumbago pain invari- 
ably remains in the location of the lesion 
and is always unilateral. This is one of 
the most accurate criteria in appraising the 
patient’s good faith. 

The following features are suggestive of 
fraud as to alleged pain in the back: 

1.—Vagueness as to actual location. 


2.—Diffuse or bilateral distribution of 
pain. 

3.—Presence of similar pains in other or 
remote parts of the body. 

4.—Variability in the location of pain. 

In a true traumatic area there is but 
one tender spot. The malingerer may be- 
tray himself by marking one spot as sensi- 
tive and afterwards declaring another, some 
inches distant, to be so. 

In the absence of objective evidence, 
familiarity with the functions of the vari- 
ous dorsal muscles is necessary, to notice the 
alterations in pose and movement, on their 
becoming paretic. If the erectores spinae 
are weakened by strain or injury, the trunk 
inclines backward. When, as is usually the 
case, the lesion is unilateral, the spine 
may incline to the weak side. The loss of 
the power of resistance should be ascer- 
tained by the physician. 
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In varying pathologic conditions, idio- 
muscular contraction may follow the tap- 
ping of muscles with a percussion hammer. 
There is often present, in toxic states, an 
exaggeration of mechanical excitability of 
muscles, as in hypocalcemia. 

Myositic atrophy, resulting from injury 
of a muscle, is evidenced by the fact that 
a stronger electric current than normal is 
required to stimulate it. When a current 
sufficiently exciting to healthy muscles is 
used, contraction does not ensue. 


Older methods of testing by galvanic 
and faradic currents prove unsatisfactory 
for estimation of minor departures from 
the normal. 


When confronted with a complaint of 
pain and stiffness, the important point is 
to ascertain whether the stiffness is organic 
and permanent, or functional and tempor- 
ary. The patient should be stripped and 
stand with his back to the observer; he 
should bend forward in the usual way, the 
lower limbs extended at the knee and the 
hand of the observer resting on the rigid 
portion of the spine. After bending for- 
ward as far as possible, the patient should 
not immediately resume an upright posi- 
tion, but should maintain a bent position 
for two or three minutes. If rigidity be 
due to muscular action, a slight quivering 
of the muscles, under the hand of the in- 
vestigator, would occur. This quiver would 
be followed by a series of jerks, until the 
flexibility of the vertebral column was 
freely established. 

“Stammering™ spine may take two forms: 

1—A momentary, brief “jerk,” fol- 
lowed by longer and longer relaxations, in- 
creasing in length pari passu with increas- 
ing weariness of the muscles, until com- 
plete relaxation ensues. 

2.—The sequence reversed, the jerks be- 
coming shorter and shorter in duration, and 
sometimes, as Sir William Bennett points 
out, the original rigidity being reestablished. 

The first variety of “stammering™ is met 
with in cases of “hysterical spine.” The 
second variety, met with in chronic “mus- 
cular rheumatism” in cases of traumatic 
lumbago, is due to strains in the back, of 
extrinsic or intrinsic origin. 


DISORDERS OF MOTILITY 


Sometimes a man, alleging incapacity 
for work on account of backache, betrays 
himself thus: 

When asked to bend down to touch his 
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toes, he makes a great show of suffering, 
but on the examiner turning away con- 
vinced, he rises swiftly, without a wince; 
or he feigns complete rigidity of the trunk, 
and leaning, not bending from the ankle 
joints, appears seemingly in imminent 
danger of falling forwards, as if about to 
dive. Such behavior is always suggestive, 
if not purely of malingering, of a wish to 
exaggerate. 


We have here another example of the 
tendency of the malingerer to overdo his 
part, his action only shows his unwilling- 
ness to bend, not inability to do so. The 
physician should place the patient on his 
back and find out if his hip joints can be 
passively flexed. If so, he has exaggerated 
his disability. 

In extreme forward flexion, if we note 
that primary movement takes place in the 
spine, with the secondary flexion at the 
level of the hip joint, it is not likely that 
the muscular or vertebral structures have 
been damaged by an alleged injury. If the 
movement of flexion begins at the level of 
the hip joints, muscular, ligamentary or 
osseous lesions must be canvassed. 


In the normal spinal column, the pro- 
jecting vertebrae will be found to separate 
on forward flexion and approximate to 
each other during extension. If action be 
painless, probably nothing is the matter 
at the location indicated by the patient as 
painful and tender. Radiography will also 
establish the mobility of the lumbar seg- 
ments. 


If the spine in anterior, posterior and 
lateral flexion be noted, abnormalities may 
sometimes be detected. 

Noted peculiarities in the forward flexion 
are: 
1.—Normal physiologic lordosis may be 
partially corrected. 

2:—Customary projections of individual 
lumbar spines may be wholly or partially 
suppressed. 

Either of these abnormalities will be sug- 
gestive of an organic lesion. Complete re- 
placement, on flexion, of the normal lor- 
dotic curve by the usual kyphosis, with 
salient projection of the several lumbar 
vertebrae, gives strong evidence of the 
absence of a lesion in muscular or liga- 
mentary structures. 


Lateral flexion may be restricted to one 
side or the other. Let us suppose that the 
location of the injury, as indicated, is at 
the level of the third lumbar segment. If, 
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on bending the spine sideways, it is noted 
that lateral inclination of the column he- 
gins at a point below the third lumbar 
vertebra, it is suggestive of fraud. 


Similarly in regard to posterior flexion, 
when several of these symptoms and signs 
occur together in the same case, we shall 
be justified in assuming exaggeration if not 
simulation. In doubtful instances, make no 
decision before employing the aid of 
skiagraphy. 

SKIAGRAPHY 


To avoid error, a skiagraph must be 
taken in all injuries of the back. Errors 
may easily occur in interpretation. In the 
lumbar-sacral region, adventitious shadows 
are common, such as those cast by fecal 
scybala or coils of intestine inflated with 
gas. In some serious lesions, diagnosis is 
confirmed by operation. As a result of the 
inspection of nearly 20,000 x-ray plates of 
the lumbo-sacral junction, the majority 
taken to elucidate genito-urinary cases, 
McKendrick noted that, in practically 
every instance, “the fifth lumbar vertebra 
presented the appearance of being crushed.” 


The fifth lumbar vertebra, unlike other 
segments, may have two additional epi- 
physes for the laminae, frequently not 
united in an adult. The appearance of a 
fracture may thus be simulated. Skiagraphy 
is necessary for the identification of such 
abnormalities. 

Change of form or obliquity of the 
lumber vertebrae should be noted. In the 
lumbar region apparent curvatures are 
often seen. For differentiation of such 
from organic deviations, note the following 
considerations: : 

1.—The shape of the bodies and of the 
discs. In temporary curves, the discs alone 
present very definite wedge shapes, the 
bodies being unaffected. 

2.—The relative position of the spinous 
processes. Temporary curves retain a 
medial position, in relationship to the 
shadow of the bodies. When a skiagraph 
reveals osteo-arthritic changes attributed 
to injury, be chary of accepting trauma as 
the cause, if several segments are involved. 

Marginal exostoses are met with more 
commonly on the third and fourth lumbar 
vertebrae. 

In conclusion, we must bear in mind the 
essential unity of spinal segments and their 
intimate ‘static interdependence. One often 
finds from experience that the degree and 
extent of pain complained of, in injuries 


LEADING ARTICLES 


June, 1932 


of the back, stand in no constant relation- 
ship to objective, demonstrable morbid 
lesions. 


MUSCULAR INCAPACITY 


The following is a method which often 
enables one to determine rapidly whether 
muscular impotence is purely imaginary, 
pithiatric or even simulated: 

Apply, simultaneously, traction or vigor- 
ous pressure upon the segments of the two 
opposite limbs, upper or lower, and rapidly 
give the following orders: ““Extend—double 
—pull—push—open—close.” Disconcerted 
by the contradictory nature of these orders, 
which, succeeding one another without 
giving him the chance to think out a dif- 
ferent action for each side, the patient 
unconsciously contracts the supposedly in- 
active muscles. It is then certain that the 
impotence is not due to an organic lesion. 
The diagnosis effected, the patient can then 
be treated by persuasive therapeutics or 
disciplinary measures, according to the re- 
quirements of the case. 


An illustration of this is the case, else- 
where reported in full*, of a railroad brake- 
man who was injured in falling from a 
train, and whose disability continued three 
months, because of the common belief that 
an accident can cause permanent nervous 
disease, and his doctors were not able to 
assure him that he was not injured for 
life. Probably the comments of his friends 
helped in the establishment of his fixed 
idea that his disability was permanent, and 
worry and want of money added to his 
difficulties. 

He had come to know that the anesthesia 
found at the examination would be looked 
for; and it did not deceive the examiner, 
as its boundary was not constant. His 
motor power was good, the reflexes were 
all active and it was clear that there was 
no disease of the spinal cord. It was a case 
of hysteria, the basis of which was psychic, 
and the man returned to work in a month, 
as a result of one interview which en- 
lightened him about the psychology of his 
affection. 

Of course, we must not neglect any signs 
whose presence indicates the possibility of 
organic disturbances. Besides the disturb- 
ance of sensibility, reflectivity and electric 
reactions, the existence of circulatory ano- 
malies, such as vasomotor and secretory 
troubles and modifications of arterial pro- 


j +A Case of Traumatic Neurosis Illustrating Suc- 
cessful Psychotherapy. Internat. J. Surg., July, 1909: 
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cesses, thermic discrepancies ought always 
to receive attention. We must never lose 
sight of the fact that, although we are 
fairly well informed upon the subject of 
motor and sensory disturbances following 
upon lesions of peripheral nerves, our 
knowledge of the effects of lesions upon the 
sympathetic apparatus is much more 
meagre, and these are by no means the 
least frequent or important of nerve lesions. 

In a general way one must admit that 
a large number of anomalies of poise and 
walk are the result of vicious habits, 
formed to lessen the pain of some genuine 
but transitory impotence. It follows as a 
natural sequence, that even when the weak- 
ness is mitigated or has even disappeared, 
the patient retains this faulty automatism. 
Some of these people are perfectly sincere, 
but they retain their bad habits through 
the fear of the commencement of the pain, 
or of the giving way of their limbs under 
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them. Once they are convinced that they 
are in a state to resume a normal gait, they 
are sometimes rapidly cured, although, per- 
haps, such cases are not in. the majority. 
Others, although they are capable of break- 
ing their vicious habits, only bring a half- 
hearted attempt to bear upon it, if not an 
active opposition. These are the maling- 
erers, and they must be subjected to dis- 
ciplinary gymnastics, from which they 
generally benefit. 


Finally, there is a type of case in which 
pain or impotence persists for a very long 
time, out of all proportion to the objective 
clinical indications. In these cases one must 
not hastily assume exaggeration or perse- 
veration on the part of the patient, because 
there may be a real psychopathic reason 
for the trouble. 


1801 Eye St.; and Palma, 
Majorca, Spain. 


Indications for Cesarean Section 
By James W. Davis, M.D., F.A.C.S., Statesville, N. C. 


Davis Hospital 


VERY year, in the United States, 
childbirth results in the death of 
25,000 women. Of these deaths, about 
one-half are due to infection. The other 
half result from the various other compli- 
cations incident to pregnancy and delivery. 
The patients themselves are responsible for 
a part of this mortality, because of com- 
plications which might have been avoided 
or at least might have been corrected if 
medical attention and guidance had been 
sought in the early stages of pregnancy. 
There has been a controversy, over many 
years, as to the indications for cesarean 
section, which in many cases offers a means 
of saving the life of the mother and of 
preventing injury to the child. There are 
certain absolute indications for this opera- 
tion, upon which all agree; others are abso- 
lute at times, but under other circum- 
stances are not so. In some cases, where 
expert surgical attention and a first class 
hospital are available, we would advise 
cesarean section, but where they are not 
available, forceps delivery or version is 
preferable. 
The more common general indications 
for cesarean section are as follow: 
1.—Contracted pelvis. 
2.—Placenta previa. 


3.—Malformation of the vagina. 

4.—Mammoth child. 

5.—Fibroid tumors of the uterus. 

6.—Healed vesicovaginal fistula. 

7.—Renal and cardiac disease. 

8.—Where sterilization is indicated. 

9.—Previous cesarean section. 

10.—Stenosis of the cervix. 

11.—Contraction ring or stricture of 
the uterus. 

12.—Eclampsia (some cases). 

13.—Prolapse of the cord. 

14.—In any condition where delivery by 

the usual method will probably re- 
sult in serious ‘injury to either 
mother or child. 

In cases where there are anatomic ab- 
normalities, such as a contracted pelvis, 
stenosis of the cervix or malformation of 
the vagina, which make the normal birth 
of the child impossible, cesarean section is 
clearly indicated. This is true also when 
the child is of mammoth size and cannot 
be delivered naturally, even though the 
pelvis is of normal size. 

Pathologic conditions of the reproductive 
organs often make normal childbirth im- 
possible. Pregnancy sometimes occurs in 
patients who have fibroid tumors of such 
size that they would interfere with delivery 
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by the normal route. Patients who have 
suffered from vesicovaginal fistulas should 
be delivered by means of cesarean section. 
In some cases of prolapse of the cord, 
cesarean section is indicated. 

Placenta previa, which so often results 
in fatal hemorrhage, when delivery takes 
place by the usual method, is now recog- 
nized as an absolute indication for cesarean 
section. The lower mortality rate with this 
type of delivery in cases of placenta previa 
has convinced me of its greater safety. 

Contraction ring or stricture of the 
uterus, although it does not occur very 
often, should be considered an absolute in- 
dication for cesarean section, if not relieved 
by the usual treatment. This condition 
makes normal delivery almost impossible 
in some cases. 

In certain general physical conditions 
and in conditions resulting from diseases 
of structures other than the reproductive 
organs, notably eclampsia, cesarean section 
is often indicated. 

In cases where a previous delivery was 
by cesarean section, a later delivery should 
not be attempted in the usual way. When 
a cesarean section is performed, the tubes 


may be tied, to prevent future pregnancies. 
This is a factor which should be con- 
sidered in all cases that are delivered by 


this means. I have delivered a number of 
women of two or more children by cesarean 
section but it is my opinion that, after 
one delivery in this way, sterilization 
should be done for the protection of the 
mother. 

In any condition where normal labor is 
extremely difficult, cesarean section should 
be done. The after effects of a difficult 
labor where forceps are used may be far- 
reaching and permanent, in both mother 
and child. There may be injuries to the 
maternal soft parts and strains upon the 
muscles and ligaments which will be re- 
flected in the patient’s condition for 
months or years afterward. Every doctor 
knows of cases where women have been 
delivered after long and difficult labors 
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and have remained semi-invalids for the 
remainder of their lives 


Intracranial injuries to the child, result- 
ing from difficult labor and forceps de- 
livery, may produce many disagreeable 
symptoms and in some cases permanent 
after effects. There are few more distr2ss- 
ing sights than a small child who is men- 
tally deficient and will always be more or 
less of a burden upon society, due to in- 
tracranial hemorrhage or other injuries 
occurring during labor. It must be remem- 
bered, however, that severe central nervous 
system lesions occur in apparently normal, 
easy deliveries. 


In making a decision as to the type of 
delivery in cases of labor where there are 
any complications, a careful examination 
of the patient and thoughtful consideration 
of the case from all angles should be made. 
A decision based on cool, calm, unpreju- 
diced judgment will mean a great deal to 
the future of the mother and the child. 


In deciding upon an operation of this 
kind, it should be remembered that an 
unsuccessful attempt to use forceps, before 
performing the cesarean section, makes it 
far more dangerous than it would have 
been had forceps not been used at all, 
because this procedure predisposes to in- 
fection. 


In addition to the discussion as to the 
necessity of the operation, the question of 
expert surgical care and of a place where 
the patient can be cared for properly must 
be taken into consideration. 


The mortality in this operation is very 
low. There is practically no danger to the 
child, so far as delivery is concerned, and 
there is a minimum of risk for the mother. 
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A Fear CompLex 


The fear that the Prohibitionists have of. alcohol has been as effec- 
tive as the Communists’ fear of capitalism in preventing a great 
many people from becoming temperate, sane and peaceful. — Dr. 
STEWART PaTON, in “Prohibiting Minds,” Paul B. Hoeber, 1932. 
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IMPORTANCE OF STANDARDIZATION 


we a physician writes a prescrip- 
tion for drugs to be administered to 
a patient, he not only specifies the medica- 
ment required, but the particular prepara- 
tion of it, the exact quantity in the 
prescription, the exact size and frequency 
of the dosage and the time of day it is to 
be given, as well as any other matters 
which may be of importance, such as shak- 
ing the bottle. Nothing is left to chance 
or the imagination of the pharmacist or 
the patient. 


When physical therapy prescriptions can 
be written with equal exactness, this 
specialty or adjunct (as the case may be) 
can demand consideration as a measurably 
scientific means of treatment. Its clinical 
values are now rarely questioned, but 
many regard it as highly empiric. 

We now have a standardized unit for 
measuring x-ray dosage (the “r unit”) and 
for radium and radon dosage (the milli- 
curie-hour), together with reliable appar- 
atus for measuring the output of these 
forms of energy. Efforts are being made 
(with at least partial success) to develop 
means for making simple and accurate 
measurements of ultraviolet radiation and 
a standardized unit for measuring it. This, 
if not already here, will come soon. 


Other physical remedial agents are not 
so easily measurable, but the conditions of 
their application can and should be re 
corded every time a treatment is given, 
and set forth in detail every time a clinical 
case is reported. It is just as irrational and 
unscientific to say, “The patient was treated 
with ultraviolet rays and diathermy,” as it 
would be to report, “The patient was 
given quinine and mercury,” without any 
more data as to the form and manner of 
their exhibition. 

Even though we have the units of meas- 
urement for x-rays and radium, it is still 
wise, for the present, at least, to record 
the details of the factors involved, includ- 
ing the type and amount of the filtration 
used, as well as the frequency of treatment. 


In recording diathermy treatments, the 
size and type of electrodes should be stated, 
as well as their exact placement and method 
of retention; then the settings of the in- 
strument, the time required to raise the 
current to the maximum tolerable or desir- 
able milliamperage, with the amount of 
that maximum and the time it was main- 
tained, as well as the time during which 
it was decreased. Notes of the patient's 
general and local reactions should be made. 

This is merely a suggestion. Ways for 
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making records, sufficiently accurate for all 
clinical purposes, could be devised by prac- 
ticing physical therapists; and when worked 
out, should be submitted to others similarly 
interested, for their comments and sug: 
gestions, until a consensus in the matter 
is reached. 


Active clinical physical therapists will, 


PHYSICAL THERAPY AND RADIOLOGY 


June, 1932 


no doubt, see many defects in this presen- 
tation and think of many things that have 
been left out. If they do so, their sugges- 
tions, additions, information or discussions 
will be eagerly welcomed and published 
as soon as practicable. This subject needs 
more study, thought and publicity. 
G. B. L. 


What Physical Therapeutic Apparatus 
Shall I Purchase? 
By F. T. Woodbury, M.D., New York City 


S SOON as one decides to study and 
practice physical therapeutics, the 
question of the necessary apparatus 

naturally arises. The great drawbacks have 
been office space, in which to arrange the 
very bulky apparatus properly, and cost. 
Then again, a bewildering array of appar- 
atus, with a medley of commercially- 
applied names, for each of which special 
virtues are claimed by prospectus and sales- 
man, are presented for the physician's 
selection. 


What should be the minimum equip- 
ment with which to begin? 

Granting that electric power is obtain- 
able, the kind of current furnished is im- 
portant, since some apparatus require 
direct current while others require alter- 
nating current, so that in some cases motor 
generators are needed, while in others 
motor converters are required to afford the 
current for the apparatus.. In places where 
no electric current is available, a gasoline 
motor will run a small dynamo. In some 
cases this can be done by the automobile, 
by running a belt to the wheel and jacking 
the car up to run free. A water motor 
may in some cases furnish the initial power. 
Storage batteries are satisfactory where 
direct constant current is desired. 


THERMOTHERAPY 


The most important function, from both 
the physiologic and physical therapeutic 
points of view, is that performed by the 
cardiovascular mechanism, since it sustains 
the life of every cell in the body and plays 
such a vital part in the maintenance of 
normal temperature. 


It may be said truly that every pathologic 
condition exhibits, to a greater or lesser 
degree, a concomitant local derangement 
of this mechanism, with a resulting active 
or passive hyperemia, stasis or hyphemia. 
The therapeutic indications are very clear. 
The cause must be removed if possible, 
but more important is restoration of vas- 
cular permeability with restored circula- 


tion of blood and lymph. 


The most potent agent for influencing 
the cardiovascular mechanism is that vener- 
able remedy heat-and-cold, now dignified 
by the name of thermotherapy, of which 
there are four varieties: conductive, con- 
vective, conversive and autogenous. 

With but few exceptions, all of these, 
except number three, can be practiced with- 
out other apparatus or supplies than are 
to be found in any well-run household, 
hospital ward or office. None of them is 
so potent, however, as conversive thermo- 
therapy. 


PHOTOTHERMY 


The simplest apparatus for conversive 
thermotherapy are the 265-watt, carbon- 
filament electric lamp with reflector, on a 
goose-neck stand, or an electric radiant 
heater with copper reflector, to be used 
for local treatments, or, for systemic treat- 
ments, a series of twelve electric lamp 
sockets, distributed at one-foot intervals 
along an extension cord, the end of which 
is extended about fifteen feet and equipped 
with a plug and Hubbell socket for attach 
ment to the house main circuit. Ordinary 
Edison carbon filament bulbs (60 watts) 
are inserted into the sockets and then lamps 
















June, 1932 


and cord are suspended about two feet 
above the bed, on which the patient lies 
nude, by means of a bed-cradle, bandages 
or twine. All except the patient’s head is 
covered by a sheet, making a canopy. 


The effects obtained by these very simple 
pieces of apparatus are not excelled by the 
most costly and pretentious radiant heat 
apparatus, regardless of its commercial 
name and recommendation. 


To those who have not given due 
thought nor made comparisons and who 
may be somewhat bewildered by a con- 
fusion of names, we can say that conversive 
heat from radiant sources (called, specific- 
ally, photothermy) will be found to perform 
nearly all the services of conversive heat 
created by high-frequency, oscillating elec- 
trical currents (diathermy), high-frequency 
electrostatic fields (autocondensation) or 
high-frequency electromagnetic fields (auto- 
induction and, lately, radio-wave fever 
therapy), except in the denser tissues of 
bone and fat. This is because the wave 
lengths of energy which produce the 
greatest heating effect are the most pene- 
trating in living tissues. 


The indications and the contraindica- 
tions for photothermy are broadly the same 
as those for diathermy, autocondensation, 
etc. 

ELECTROTHERMY 


For medical or surgical electrothermal 
treatments, a good portable high-frequency 
machine and an autocondensation pad or 
chair should be added since, in giving 
thermal treatments with this agency, it is 
not necessary to make the patient disrobe, 
as with photothermal applications. 


CHEMOTHERAPY 


Mercury arcs in quartz, producing purely 
chemical rays, are entirely unnecessary in 
the practice of physical therapeutics, since 
chemical rays are better obtained from 
special electrodes in the ordinary arc lamp. 
Chemical rays, as a special type of remedy, 
are restricted to certain dermatologic con- 
ditions which, for the most part, are as 
well or better treated by x-rays or gamma 
rays. In so far as pediatrics and general 
medicine are concerned, viosterol or cod- 
liver or Haliver oil or sunshine are just 
as good as ultraviolet radiations in cases 
marked by deficiency of calcium and phos- 
phorus utilization. 


Do not be misled by the terms ultraviolet 
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treatments and erythema doses. A sunburn 
is not a treatment for anything, except a 
few skin conditions in white patients, and 
chemical rays are just as efficient when 
mixed with the rest of the spectrum. 

The socalled cold quartz lamps still 
await clinical approval. 


There can also be obtained in the market 
carbon-arc lamps with suitable reflectors 
which, by merely changing the kind of 
electrodes producing the arc radiation, will 
furnish radiant energy in quality and in- 
tensity equal to the solar rays, as applied 
for helictherapy, or will give a radiation 
restricted to the shorter chemical wave 
lengths of the spectrum (commonly called 
ultraviolet). By using the former electrodes 
and interposing a filter of a sheet of window 


glass, purely photothermal radiation may 
be administered. 


If you can use radioactive treatments in 
your practice, but refrain because of the 
prohibitive cost of radium and other radio- 
active salts, use instead radon gas, which 
comes in glass capsules shielded with metal 
and which can be used in every way and 
as satisfactorily as the metallic salts. Radon 
seeds or implants are purchased, just as 
one would purchase quinine in capsules. 
It is expended with each treatment, but the 
cost is comparatively low. 


In considering an x-ray transformer for 
therapeutic use, remember that x-radiation 
effects are cumulative, therefore a compar- 
atively weak output may be compensated 
for, therapeutically, by repeated frequent 
doses. Portable x-ray apparatus is therefore 
indicated, or one which may be set on a 
shelf. The tube should be hung, in its 
shield, by a trolley from the ceiling. Any 
treatment couch will serve and a hand 
fluoroscope will do for hasty diagnosis. 
Thorough x-ray diagnosis is a specialty in 
itself and requires a very elaborate and 
expensive equipment. 

Next I would advise what is popularly 
called a galvano-faradic apparatus. It should 
be portable and therefore energized by stor- 
age batteries. It should have an instrument 
panel with a good rheostat, a milliammeter, 
a voltmeter and a motor, to surge, alternate 
or interrupt the treatment current in any 
desired tempo, and a pole changer. It is 
valuable for electrolytic, antiseptic, styptic, 
iontophoric and mechanical treatments, as 
well as for diagnosis. Electro-chemical 
surgery can be performed after the method 
of Massey. 
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In addition to the galvano-faradic appar- 
atus mentioned above, no office should be 
without a hand electric vibrator, for mas- 
sage and spinovisceral treatments, as well, 
as for diagnosis. 

Finally obtain, by all means, an electro- 
static machine (Holtz type), having as 
many revolving discs over ten as you can 
afford, even if you have to add the neces- 
sary floor space to your office. It does so 
many things that no other apparatus will 
do that, if used correctly, it will prove a 
great satisfaction to you and your patients. 

All this apparatus, except the static ma- 
chine, can be used in one room holding 
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two couches separated by a curtain or par- 
tition, and a dressing alcove, as many of 
them can be suspended from the ceiling 
or from brackets or tucked beneath the 
couches. Large drawers in the couches will 
hold many of the accessories and a cup- 
board will hold the necessary linen and 
paper napkins. 

In beginning this method of practice one 
should know one’s apparatus thoroughly, 
otherwise, when something goes wrong or 
one does not obtain the results expected, 
one may become disappointed or even hos- 
tile to what should be one’s obedient and 
useful servant. 


471 Park Avenue. 
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The Care and Handling of Radium* 


5 on proper selection of radium con- 
tainers in the interests of protection 
for the doctor and his co-workers is of 
vital importance in the average general 
hospital today. 


There are two types of effects resulting 
from the injudicious handling of radium: 
(1) to persons preparing the capsules or 
needles; and (2) to the doctor making the 
radium applications. 

The superficial skin surfaces, especially 
the hand, should at all times be protected 
by avoiding direct contact with unfiltered 
radium. This can best be accomplished by 
handling the radium with long forceps, 
preferably made of wood, at a considerable 
distance from the body and the hands. 
However, the entire body, especially the 
reproductive, vascular, and internal or- 
gans, should be protected from the highly 
filtered or gamma rays of radium by similar 
manipulation with long-handled forceps 
but, in addition, there should be interposed 
between the radium in question and the 
operator a right-angle shelf which has been 
covered with at least one centimeter of 
sheet lead or its equivalent. 


The transportation of radium from room 
to room or from the laboratory where it 
is prepared to the operating room should 
be by means of well-lined lead boxes or 
containers. 


*Adapted from Bul. Am. Soc. 


for Control of 
Cancer, Mar., 1932. 


During the period when the radium is 
not in use, all of the various radium cap- 
sules, needles or radon seeds should be 
stored in a safe with lead protection 
equivalent to five centimeters of lead per 
100 milligrams of radium element. 


The hospital room, during the period 
when the radium is applied, should be 
visited only occasionally by attendants of 
the institution. It is advisable to place a 
sign at the head of the bed that radium 
is being employed. 

The art of applying radium and x-rays 
continues to be in a state of evolution, and. 
therefore, of necessity there are practiced 
many different technics, a variety of 
methods of approach; but the established 
principles of radiation therapy remain 
fundamentally unaltered in the cancer 
problem today. 

It has been emphasized by some that 
anyone may readily become proficient in 
the use of radium by employing any one 
of the several methods in the treatment of 
all cases of cancer, or that perhaps by 
merely following the description of the 
average textbook on surgery the added 
necessary directions are obtained for 
effectively treating all types of malignant 
disease. 

However, only the experienced radiolo- 
gist or radiologic surgeon is in a position 
to decide the method of application, the 
proper amount and type of radium, and 
the quality of density of the filtration 
necessary, so that the desired maximum 
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effective intensity is absorbed by the struc- 
tures at the site of the lesion. 

The press has unfortunately advertised 
radium treatment as an extremely simple 
method, the application of which can be 
made by the average physician, and a cure 
in all cases. All that is required is a sufh- 
cient quantity of this agent, is the inference. 

I venture the statement that there is 
today, perhaps, more radium available for 
use throughout the average small hospitals 
than there are trained physicians capable 
of applying this form of radiation therapy. 

A small amount of radium—65 milli- 
grams, for example—can be used effectively 
if the physicians of an institution have at 
their command either a radiologist or a 
radiologic surgeon; and the advice of the 
physicist and pathologist is also desirable. 

The question of suitable radium con- 
tainers or filters in the general hospital, 
the proper protection of the doctor and his 
co-workers, and equally so the protection 
of the patient, are matters that should be 
thoroughly analyzed by hospital groups. 

The promiscuous use of radium by in- 
experienced members of any hospital staff 
should be discouraged by the American 
College of Surgeons, if the best interests 
of the patient are of primary consideration. 

E. C. Ernst, M.D., 

St. Louis, Mo. 


Diathermy Treatment of Acute 
Nephritis 


[IX a case of post-scarlatinal nephritis with 
extreme edema, diathermy to both kid- 
neys, for 15 minutes each day, reduced the 
anasarca by 15 liters within a week and 
the kidney function was promptly rees- 
tablished —Dr. R. GANTENBERG, in Deut. 
med. Wchnschr., July 3, 1931. 


Heliotherapy in Tuberculosis 


HE child with tracheobronchial gland- 

ular tuberculosis presents a very defin- 
ite indication for heliotherapy and the 
treatment will give him the maximum in- 
surance against future disability from 
tuberculous disease. 

In the treatment of the adult form of 
pulmonary tuberculosis with heliotherapy, 
much unnecessary fear and unjust criticism 
of this therapeutic agent have arisen. In 
these pulmonary cases one may expect im- 
provement in general condition, decrease 


PHYSICAL THERAPY AND RADIOLOGY 


451 


in lung moisture and rales, decrease in 
sputum (it very often becoming negative) 
and increasing fibrosis—Dr. C. K. Potter, 
in Ann. Intern. Med., May, 1931. 


Tender Scars and Ultraviolet 


OO many patients, after appendectomy 

or other abdominal operations, com- 
plain that the resulting scars are tender 
and troublesome. I believe that this condi- 
tion can be prevented in most, if not all, 
cases. 

Dr. N. S. Scott, of Cleveland, O., made 
it a regular practice, after operations, to 
irradiate the site, for 15 or 20 minutes on 
alternate days, with a Finsen lamp, begin- 
ning on the fourth or fifth postoperative 
day. I never knew a patient of his to com- 
plain of a tender scar. 


It seems to me that all patients who are 
subjected to abdominal operations would 
benefit greatly from similar treatment. 

E. J. Hay, M.D. 

Rogers, New Mex. 


Treatment of Cancer of the Lip by 
Electrocoagulation and Irradiation 


HERE has been a recovery rate of 

95.5 percent in a large series of prim- 
ary cases of cancer of the lip, even when 
there were palpable lymph nodes (but only 
71 percent of recoveries in recurrent 
cases), treated by local destruction (elec- 
trocoagulation), followed by high-voltage 
roentgen-ray treatment of the lymphatics. 


The practice has been to give an 80- 
percent dose of high-voltage x-rays, with 
200 kilovolts and a 0.5 cm. filter over the 
lip and chin and, on the following day, a 
similar dose in the submental and submaxil- 
lary regions; within a week this is brought 
up to a full erythema dose, according to 
the “saturation” (Pfahler) technic.—Dnrs. 
G. E. PFAHLER and J. H. VAastINE, of 
Philadelphia, in J.A.M.A., Jan. 2, 1932. 


A Gas-Heated Infrared Radiator 
Mek attention is being given to the 


importance of the penetrative ther- 

mal energy of infrared rays. Experimental 
investigation has shown that, the shorter 
the wavelength of the energy, the greater 
is its power of penetrating the epidermis. 
A new clinical infrared lamp has been 
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produced by a British firm, in which the 
energy is obtained by the combustion of 
gas in the form of a well-aerated flame 
within a refractory radiant. An increased 
degree of penetrancy has been attained by 
a special treatment of the radiant with 
inorganic substances which, when raised to 
incandescence by the combustion of gas in 
contact with them, have the desired specific 
irradiating properties. The principal emis- 
sion is in the short infrared region. This 
new lamp is intended principally for 
domestic use, apparently in much the same 
way as domestic ultraviolet irradiation 
lamps have been used. — Dr. HAro_p 
HartT.ey, in Brit. J. Phys. Med., Nov., 
1931. 
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The Sinusoidal Current in Gonor- 


rhea of the Male 


HE sinusoidal current can be used suc- 

cessfully in cases of gonorrheal urethritis 
in the male, especially those with a chronic 
discharge or shreds. A 20-minute applica- 
tion of 10 to 18 milliamperes three times 
weekly suffices. The current, through its 
ability to contract smooth muscle, stimu- 
lates the involuntary musculature of the 
genital tract, producing an emptying of the 
prostate, seminal vesicles, etc., with an im- 
provement or cure of subjective and ob- 
jective symptoms.—Dr. H. NEIFELD, of 
Brooklyn, in New York St. J. Med., Aug. 
i, 3931. 


RECENT ABSTRACTS 


Radium and Viosterol 


Referring to cases of anemia and jaw ne- 
crosis in persons using paint made luminous 
with radium salts, an editorial in J.A.M.A.. 
Dec. 26, 1931, calls attention to recent find- 
ings of osteogenic sarcoma resulting from this 
kind of occupation and evidently the result of 
radium poisoning. 

It has generally been thought that radium 
could not be eliminated from the organism, but 
Flinn (J.A.M.A., May 23, 1931,) has shown 
that radium can be eliminated by the adminis- 
tration of fairly large doses of viosterol. 

The matter of radium poisoning and malig- 
nant disease is not confined to the narrow limit 
of those who use luminous paint. Many of the 
radioactive substances sold to the public for the 
cure of various ailments may be dangerous to 
health. There is the sale of vials of mesotho- 
rium and radium, to be ingested after being 
dissolved in water for the cure of disease. If 
taken as directed, the amount of radioactive 
substances in them would equal that taken by 
some of the painters. Should the waters which 
are sold to the public contain only emanations, 
in the form, of radon or thoron, it would be 
impossible to drink enough to furnish emana- 
tion that would be beneficial. In 1926. more 
than 150,000 emanators were sold on the Pacific 
Coast. 

The human body in its normal environment 
is radioactive, but the normal radioactivity of 
the body should not be increased if it is pre- 
sumed that increased amounts of radioactivity 
may, in years, produce a malignant condition. 
The drinking, over long periods of time, of 
radioactive waters containing radon, and the 
drinking of natural radioactive waters, should 
be discouraged; also the intravenous injection 
of long-lived radioactive elements. 

Some questions concerning the pathogenesis 
of cancer are suggested by this study of radio- 


active persons. May not other forms of malig- 
nant disease depend on the presence in the 
body of increased amounts of radioactivity, too 
small perhaps to be detected by present 
methods? 


Radium in the Treatment of Uterine 
Hemorrhage 


There is probably no gynecologic condition 
that is brought more frequently to the physi- 
cian’s attention than uterine hemorrhage. In 
J. Indiana S. M. A., Nov. 15, 1931, Dr. W. 
H. Kennedy, of Indianapolis, from a study of 
the literature, reaches the following conclusions: 


1.—Radium is not yet so widely used in the 
treatment of uterine hemorrhage as results 
would justify. This is partly because the publi- 
cation of results obtained with it is largely 
confined to special journals, but partly also 
because habit influences mankind to continue 
in familiar paths. 


2.—Radium is today indisputably the method 
of choice in treating cancer of the cervix. 


3.—Radium is definitely the method of choice 
in treating certain types of fibromyoma of the 
uterus, especially in cases in which the chief 
symptom is hemorrhage. This applies more 
particularly to cases in womien over forty. In 
younger women each case must be individualized 
carefully. In suitable cases radium is practically 
always successful. 

4.—Radium is the ideal treatment for uterine 
hemorrhages without gross pathology at or 
near the menopause. Similar hemorrhages in 
adolescent girls and in women under forty pre- 
sent a more difficult problem, but by careful 
grading of the dosage it is possible to induce 
amenorrhea which lasts for a few months to 
a few years, after which menstruation and the 
possibility of conception return. Recent research 
indicates that the cause of the great majority 
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of hemorrhages from the uterus without gross 
pathology is dysfunction of the ovary and not 
local disease of the uterine wall or lining. There 
is hope that further research on the etiology of 
ovarian dysfunction will lead to a truly causal 
therapy of such hemorrhages from the uterus, 
but at present our main reliance. in checking 
the bleeding is on radium. - 


5.—In all cases an exact gynecologic diagno- 
sis is essential before radium is inserted into the 
uterine cavity. An aid in the diagnosis is the 
hysteroscope which the writer has devised. 


One of the great things about your 
journal is that it contains so much stuff 
one can't get in libraries—B. H., M.D., 
Chicago. 


Chronic Myelogenous Leukemia 


A study of the value of irradiation with the 
radium emanation pack or x-rays and its effect 
on the duration of life in cases of chronic mye- 
logenous leukemia is given by Drs. W. J. 
Hoffmann and L. F. Craver in J.A.M.A., Sept. 
19, 1931. 

1.—Eighty-two (82) cases of myelogenous 
leukemia, treated since 1917, are analyzed. Of 
these 82 patients, 7 are still living and 75 are 
dead. 


2.—The decade of greatest incidence is that 
between 35 and 45 years. The incidence of 
the disease increases from infancy to 30 years 
of age and from that time onward remains 
practically constant. The disease is rare below 
25° years. 


3.—Of 82 patients with chronic myelogenous 
leukemia, 68 percent were males and 32 per- 
cent were females 


4.—The duration of symptoms before the 
diagnosis of the disease varied widely. In 15 
cases, the elapsed time was less than one month. 
In 4 extremely chronic cases, it averaged twelve 
years. In the remaining 48 cases in which 
this could be established, it averaged a little 
more than a year (1.1 years). The average for 
the whole group of 63 cases in which this was 
recorded was 0.75 year. Splenomegaly was 
present in 77 of the 82 patients at the time 
of diagnosis, indicating that the disease is rarely 
recognized before this enlargement has de- 
veloped. 


5.—The average duration of life after the 
onset of disease was 3.36 years and varied from 
more than 16 years to as little as six months. 


6.—The average duration of life after the 
beginning of treatment was 2.62 years. One 
group of these patients received radiation di- 
rected to the spleen and long bones; the other 
group was treated by irradiation of the spleen 
alone. There was no significant difference in 
the duration of life in these groups. Irradiation 
early in the course of the disease had no effect 
on the duration of life. 

7.—Repeated cycles of irradiation produce 
remarkable improvement in the condition of pa- 
tients with myelogenous leukemia. The effect, 
while temporary, lasts from a few months tc 
a year. Most of the patients are restored to a 
degree of physical efficiency that permits acti- 
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vity at light work. Repetition of the treatment 
is necessary to preserve this efficiency. In the 
terminal stage of the disease, despite all effort, 
the patient’s condition becomes: steadily worse. 
The decline is usually fairly swift, and 85 per- 
cent of the patients are dead within six months 
after the beginning of this final phase. 

8.—The average duration of efficient life after 
the diagnosis of the disease was 30 percent 
greater in our irradiated patients than in re- 
ported series of nonirradiated patients. The 
percentage of efficient life is much greater when 
treatment is given in the first half of the disease. 

9.—The actual duration of efficient life after 
beginning irradiation averaged 2.13 years, vary- 
ing from eight months to 5.66 years. The 
radiation treatment causes an average increase 
of about ten months in the duration of efh- 
cient life—a period of efficiency and usefulness 
that the patient otherwise could not hope to 
enjoy. 


Roentgen-Ray Treatment of Agran- 
ulocytosis 


It is nine years since the symptom complex 
termed a granulocytosis was first described. The 
picture had been described as that of an acute 
febrile disease with angina, prostration and 
jaundice, a normal red blood count, extreme 
leukopenia with nearly or quite complete ab- 
sence of granulocytes, a normal number of 
blood platelets, with absence of any tendency 
to hemorrhage and an invariably fatal ending. 

In J.A.M.A., Dec. 12, 1931, Drs. A. E. 
Taussig and P. C. Schnoebelen, of St. Louis, 
state that cases of agranulocytosis are being 
observed with increasing frequency, so that it 
may be said to have ceased to be a rare disease. 


The symptom complex of agranulocytosis has 
been circumscribed somewhat arbitrarily. While 
it is convenient to distinguish it from the bone 
marrow depression observed in benzene poison- 
ing in the course of antisyphilitic treatment and 
in the aleukemic stage of lymphatic leukemia, 
borderline cases are not infrequent, in which 
proper classification is difficult. 


Two cases described by the authors show 
clearly that the fall in the granulocytic blood- 
cell count may precede the appearance of a 
sore throat. A study of the literature reveals 
numerous similar observations and justifies the 
conclusion that the agranulocytic blood picture 
is the cause and not the result of the angina. 


Agranulocytosis occurs about- twice as fre- 
quently in women as in men; the mortality in 
the two sexes is about the same. 

Of the methods of treatment at present in 
use, the most promising appears to be the irra- 
diation of the long bones by means of minimal 
doses of x-rays. Transfusions are also apparently 
useful. 

The authors, in the cases treated by them, 
used 200 kilovolts, corrected by a sphere gap; 
30 milliamperes, checked on two meters; a tar- 
get-skin distance of 50 cm.; a port of 30 cm.; 
a filter consisting of 0.5 mm. of copper plus 
1 mm. of aluminum; an exposure of 45 seconds, 
corresponding to about one-twentieth erythema 
dose. Four (or more) irradiations have been 
given daily until the blood picture improved. 
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Despard: Massage 


Text-Book oF MassaAGE AND REMEDIAL 
Gymnastics. By L. L. Despard, Member Char- 
tered Society of Massage and Medical Gymnas- 
tics. With Two Chapters Contributed by Hester 
S. Angove, Member Chartered Society of Mas- 
sage and Medical Gymnastics, Sister-In-Charge 
of the Massage Department, Guy's Hospital, 
London. Third Edition. New York and London: 
Oxford University Press, Humphrey Milford. 
1932. Price $6.00. 

This is the third edition of a work which 
may be regarded justly as a comprehensive and 
authoritative presentation of the whole subject 
of massage as a scientific therapeutic procedure, 
both in its didactic and practical aspects. 


There are two main divisions of about equal 
extent. In the first part is considered the struc- 
ture of the skeleton and of the joints, muscles, 
vessels, etc. to which massage may have to be 
applied. Part II describes the theory and prac- 
tice of massage in detail, the various kinds of 
movements and their influence on the tissular 
physiologic functions. Most of the chapters in 
this part take up a particular organic or sys- 
temic disorder or syndrome and specify the 
particular type or types of massage which are to 
be used for its correction or amelioration. There 
are thus, in part, two objectives: namely, de- 
scriptions of the different technics and the 
therapeutic values of each when applied under 
different conditions. 

The text is clear, but it is evident that its 
full elucidation calls for augmentation by verbal 
explication by a qualified practical exponent of 
the art of massage. The author insists on this. 

In the first part most of the illustrations are 
taken from Cunningham's textbook of anatomy 
or other standard work. The illustrations in the 
second part do not reach quite the same degree 
of excellence but, so far as they go, they help 
to throw light on the text. 

The book must be regarded as a standard 
guide for all who desire to qualify as com- 
petent manipulators in this branch of physical 
therapy, and physicians will find it valuable, 
furnishing the rationale for certain treatments 
which they may desire to prescribe. 


NEWS NOTES 


Congress of Physical Therapy 


The American Congress of Physical 
Therapy will hold its eleventh annual 
scientific session at the Hotel New Yorker, 
New York City, Sept. 6 to 9, inclusive, 
1932. An elaborate and satisfying program 
is in process of preparation. 
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This year there will be a section on 
stomatology, under the chairmanship of Dr. 
Alfred J. Asgis, which will present a full 
day's program on Sept. 9 and will put on 
clinics in several institutions. Dental surg- 
eons are nove eligible to membership in the 
Congress, on the same basis as other med- 
ical specialists. 


Those desiring full particulars of this 
interesting and impportant meeting should 
write to Dr. A. R. Hollender, 30 North 
Michigan Ave., Chicago, IIl. 


© Wide World Photos. 


The Radiotherm 


The “Radiotherm”™ is a machine, recently 
produced at the laboratories of the Gen- 
eral Electric Company, which is similar to 
the radio that is used for broadcasting 
around the world, but instead of antennae 
it has plates placed on the side of the ap- 
paratus. By placing a patient on a stretcher 
between the plates, the short waves, pass- 
ing from one plate to another, pass through 
the body, and it has been found that an 
exposure of an hour or more will produce 
a rise in body temperature from 98.6° to 
104° or 105°F. without harm to the pa- 
tient and without the initial chill which is 
the objectionable feature of most other 
ways of producing artificial fever. It is 
hoped that the “Radiotherm” will be of 
lasting benefit in the treatment of rheuma- 
tism and in diseases of the circulation, as 
well as in other conditions where general 
thermotherapy is indicated. 
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{NOTE: Our readers are cordially invited to submit fully worked up problems 
to the Seminar and to take part in the discussion of any or all problems submitted. 
Discussions should reach this office not later than the 5th of the month following 


the appearance of the problem. 


Address all communications intended for this department to The Seminar, care 
CLINICAL MEDICINE AND SURGERY, North Chicago, IIl.} 


PROBLEM No. 4 (GONORRHEA) 


(See CLIN. MED. AND Surc., 
April, 1932, p. 295) 


Recapitulation 

1—Is gonorrhea worse in men or in 
women? Why? 

2.—What is the best general treatment? 

3.—What is the best local treatment? 

4.—About how long does it take to cure 
a case of gonorrhea? 

5.—How may the physician determine 
when such a case is cured? 


DiscussION BY Dr. C. H. KENNEDY, 
Fort SMITH, ARK. 


1.—Considering the time element the 
same, I would say that gonorrhea is worse 
in men; but because men are more likely 
to seek treatment early, it is probably 
worse in women, due to its having gained 
a great deal of headway, with possible 
glandular involvements and a spread to the 
deeper tissues and organs, and because it is 
prone, eventually, to reach the tubes and 
necessitate an abdominal operation, pro- 
ducing sterility and perhaps endangering 
the life of the patient. 


It may be argued that it is worse in 
men because of its greater predominance 
in men, as the average doctor will treat 
perhaps ten men to one woman, and on 
that account one sees more bad results, 
perhaps, in men than in women. An un- 
treated case in a woman, or one in which 
treatment was long delayed, is practically 
certain, sooner or later, to necessitate an 
operation. 


From a social standpoint, it is much 
worse in women, as one gonorrheic woman, 
traveling with a carnival or medicine show, 
may infect half the boys and young men, 


and sometimes some of the older men, in 
a small town and then go on her way in 
quest of more victims. 


2.—The best general treatment, in both 
sexes, is immediate rest in bed—which can 
hardly ever be secured—in connection with 
a bland and nourishing diet. The male 
should have copious flushings of the system 
with water, and the female copious douches, 
hot and with some alkalinizing agent, such 
as common baking soda, twice or three 
times a day. This treatment alone will be 
highly beneficial to both and, in a good 
many cases, will be about all that is needed, 
if continued long enough. In using the 
douche, care should be taken not to carry 
the infection to uninfected :fields. 


3.—Local treatments: With the man, 
one of the hardest problems to handle is 
the desire on the part of the patient to 
have “something done” and this is directly 
responsible, in most cases, for the bad after 
effects, such as epididymitis, prostatitis and 
stricture, following either immediately or 
in later years. 

If a patient has sense enough to com- 
prehend it, I always feel that the time 
spent in giving a good lecture on the late 
after-effects of gonorrhea, and especially of 
the too-meddlesome type of treatment, is 
time well spent and is of more real value 
to the patient than the treatment If I feel 
that the patient will not follow my treat- 
ment, I would rather not take the case. 


Never let a gonorrheal patient prescribe 
his own treatment nor tell what somebody 
else uses nor what has cured so and so. My 
first treatment is to pound into the patient 
the idea of the necessity for proper diet 
and rest and for keeping the system well 
flushed with water and total abstinence 
from alcohol, sugar, starches and condi- 
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ments and total abstinence from sexual in- 
tercourse. 


I usually give a prescription about like 
this: Potassium acetate, drams 2 (8 Gm.); 
balsam copaiba, drams 4 (16 cc.); oil of 
sandalwood, drams 4 (16 cc.); syrup of 
acacia, 1 ounce (30 cc.); and a suitable 
vehicle to make up four ounces, and have 
them take one teaspoonful after each meal. 
I impress upon them that this is all I in- 
tend to do for ten days or more and have 
them report every two or three days. If, 
at the end of ten days, they seem to be 
getting along well, I let well enough alone 
and continue the same treatment for 
another ten days or so and, in a great many 
of the recent cases, this will be about all 
the treatment that will be needed, if in- 
structions are followed implicitly. 


4.—Meddling with irrigations, local as- 
tringents and germicidal agents in the early 
stages can not be too severely condemned. 
Irrigation should never be used unless the 
bladder is already infected. If, after the 
discharge becomes sterile, it still persists, 
it may then be permissible to use some mild 
local antiseptic astringent and, after trying 
practically everything, I have finally come 
back to the silver salts, used in mild solu- 
tion and injected and retained for a period 
of at least ten minutes by the clock. And 
this should be done always in the office 
and not left to the patient to use at home. 
In old, chronic, gleety cases, I sometimes 
use some of the vaccines, but I cannot say 
that they are always a success, in my hands, 
by any means. 

In the female, if local treatments are 
to be used, care must be taken not to 
spread the disease to uninfected tissues or 
organs and the field should be cleaned up 
as one goes. If there are no glandular in- 
volvements I usually use wet packs, applied 
for a period of ten minutes at a time, to 
the affected area, of an aqueous solution of 
some of the mercury preparations and have 
the patient use the hot soda douche at home 
at least once daily and report for local 
treatment at the office once or twice daily. 

An infected Bartholin gland can fre- 
quently be injected with the same solution 
successfully. I use an ordinary 2-cc. syringe 
with a good sized needle with the point 
made round and smooth. The contents of 
the gland is first expressed by pressure and 
then injected and emptied once or twice 
and then injected and the fluid left to 
remain in the gland as long as possible. If 
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the process is painful, a procaine solution 


‘can be used to allay the pain of the injec- 


tion. In a great many cases where only the 
duct is infected, or if the infection in the 
gland is not too deep-seated, this will clear 
up the condition and leave a fairly good, 
functioning gland, or at least prevent the 
removal of the gland. 


5.—I never guarantee a cure in a case of 
gonorrhea. In fact I doubt if I have ever 
really cured a case. About the best one 
can do is to aid nature in taking care of 
the infection. If they insist on asking, “How 
long will it take?” I usually say three 
months, perhaps. If they are well before 
that, they are pleased, or at least satisfied, 
and if it takes longer, they are not dis- 
appointed and I would rather take six 
months and get a cure than to take six 
weeks and have an uncured case with sup- 
pressed discharge that is to show up later, 
perhaps after marriage, and cause untold 
harm, not only to the patient, but to his 
mate as well. 

In the male, when the discharge gradu- 
ally diminishes and the number of bacteria 
gradually decreases until none are found 
on several successive examinations, and 
after the discharge has been entirely absent 
for several months, one can be reasonably 
certain of a cure, provided no local as- 
tringents have been used while the dis- 
charge is active and infective; but to say 
positively that a case of gonorrhea is cured, 


I think God only knows. 


Discussion BY Dr. E. C. JUNGER, 
Soupier, IA. 


1.—Gonorrhea is probably worse in 
men, because the male urethra does not 
drain freely, permitting sequestration of 
the gonococci, and because of the direct 
connection of the urethra with the pros- 
tate, seminal vesicles and epididymis, where 
infection can remain indefinitely. 

2.—The general treatment consists of 
rest in bed, on a liquid or bland diet, for 
several days; plenty of liquids; potassium 
or sodium citrate by mouth*; ample doses 
of methenamine (10 grains—0.65 Gm.— 
every hour or two, in a glass of water) 
after two or three weeks, the resinous com- 
pounds (oil of sandalwood; copaiba) by 
mouth. 

3.—Local treatment should include the 
application of cold, in the early stages; 


*An excellent and pleasant effervescent prepara- 
tion for alkalinizing the urine and the system in 
general, is known as Citro-Soda.—Eb. 
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boric acid solution douches (in women) or 
anterior irrigations (in men, after urina- 
tion); irrigations with some silver salt— 
mild (Argyn) or strong (Protargol) silver 
protein or Lunosol—in the subacute stage. 
4.—The average case, properly treated, 
recovers in six weeks; stubborn cases, in 
six months; some cases, perhaps never. 
5.—The case may be considered cured 
when the microscope shows no gonococci 
on repeated examinations and no signs or 


symptoms reappear on resuming full ac- 
tivity. 


Discussion BY Dr. G. M. RUSSELL, 
BILLINGS, MONT. 


1—I do not believe that any decisive, 
proved statement can be made in answer 
to this question. 

2.—The best general treatment I have 
found is the one described in my article 
on the subject in CLINICAL MEDICINE AND 
SurGERY for October, 1928, page 750. I 
have somewhat modified the treatment, but 
am still adhering to the general outline of 
the method. In place of the milk injections 
I am now using 2-percent sulphur in olive 
oil. I have had uniformly good results from 
this treatment in the several years I have 
used it, and it is so far ahead of anything 
else I have ever used that I shall continue 
to use it. The treatment I use in women 
was outlined in CLINICAL MEDICINE AND 
Surcery for February, 1932, page 133. 
In only one case have I found it necessary 
to resort to the modified McDonagh method 
in women, and that was in an especially 
virulent infection. 

3.—The best local treatment, in my esti- 
mation, is that described by Pelouze*. It is 
a good idea to use this mild form of treat- 
ment in association with the modified 
McDonagh method alluded to. The most 
valuable asset of a local treatment is that 
it shall be harmless. 

4.—On the treatment referred to, I am 
able to discharge patients, as probably 
cured, in from 30 to 90 days. That is to 
say that, at the end of that time, I am 
unable to find any gonococci by the meth- 
ods employed. 

5.—-This is the hardest question in the 
list to answer definitely. The quotation of 
Ricord by Dr. Beilin, in the April, 1932, 

*Irrigations with potassium permanganate solu- 
tion. 1:5,000, with hydrostatic pressure of 2%4 feet 
or less, followed by injections of 5-percent mild 
silver protein solution (Argyn), retained for five 


minutes. The treatment is used once daily and 
must cause no burning. 
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CLINICAL MEDICINE AND SuRGERY (p. 
270): “Man knows when gonorrhea be- 
gins, but only God knows when it ends,” 
is not far from the truth. When the enorm- 
ous area from which secretions may be 
obtained is compared with the minute frac- 
tion of such an area that can be represented 
in the infinitesimal portion of a drop used 
in making a smear or culture, the prepos- 
terousness of assuming that such an exam- 
ination, if negative, proves the absence of 
gonococci in the entire area, is evident. 
Still, it is the best we have today, and, 
until some test, of the nature of comple- 
ment fixation, such as the Wassermann and 
Kahn tests, or of some other type, is worked 
out, we shall have to be satisfied with it. 
However, when cases that have been treated 
and subsequently tested by smears and cul- 
tures on several occasions and always found 
negative, go on from year to year and 
never have any trouble; when these young 
people get married and cause no infection 
in their mates, the natural assumption is 
that they were cured. At any rate, until 
we have more definite means of determin- 
ing, it seems reasonable to give them the 


benefit of the doubt. 


CLOSING DISCUSSION BY 
Dr. GeorGE B. LAKE 


1.—The question of the relative disas- 
trousness of gonorrhea in the male and 
female is one upon which medical opinions 
will differ widely and be based largely 
upon the personal experience of the par- 
ticular physician. The gynecologist, who 
sees the havoc wrought by the gonococcus 
in the female pelvic organs, will be sure 
that it is worse in women; while the urol- 
ogist, who treats the infected seminal 
vesicles and epididymides and the urethral 
strictures, which are late results in many 
cases, will be equally certain that men are 
the greater sufferers. 

2.—The thing that surprises me in these 
discussions is that the newer and more 
efficient methods of treating this disease 
have scarcely been mentioned, except by 
Dr. Russell. The treatment recommended is 
almost exactly that which was in vogue 
twenty-five years ago. 

In the general treatment, many of the 
more progressive physicians are regularly 
supplementing the rest and bland diet, 
which are basic in any inflammatory pro- 
cess, with the various measures which 
stimulate leukocyte activity and attack the 
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infection from within, through the blood 
stream. Among the former are the non- 
specific proteins (of which Lactigen is a 
good example), nuclein for intramuscular 
use, and colloidal or crystalloidal prepara- 
tions of the heavy metals or mineral acids, 
such as Metaphen, Colloidal Mercury 
Sulphide and the hydrochloric acid which 
Ferguson, of Birmingham, advocates so 
strenuously, for intravenous administration. 
Neutral acriflavine, intravenously, is be- 
lieved by some to have a specific effect; 
and Corbus, of Chicago, has reported some 
interesting results from intradermal injec- 
tions of a modified antivirus. The methods 
advocated by Dr. Russell are along this 
line. Vaccines seem te be useful chiefly in 
the complications. 


We must not overlook the advantages 
of general and local thermotherapy, for 
the gonococcus is very sensitive to heat. 
General fever can be produced by dia- 
thermy, the radiotherm, malarial infec- 
tions, intravenous injections of foreign 
proteins (typhoid vaccine or Coley’s fluid) 
or intramuscular injections of sulphur in 
oil. The last is probably most feasible for 
general practitioners. 

3.—Among the newer local drug reme- 
dies, none is more promising than the vari- 
ous preparations of Metaphen. In males, 
Metaphen in oil, injected after thorough 
and careful cleansing with some mild solu- 
tion like boric acid, and retained for from 
five to ten minutes, has given excellent 
results. In females, painting the entire 
vagina with tincture of Metaphen (it is 
best to dilute it, in most cases), after thor- 
ough cleansing, and applying Metaphen 
suppositories between treatments, is effec- 
tive. If the urethra and bladder are 
affected, the diluted tincture (20 to 50 
percent) may be used in these structures. 
Neutral acriflavine, in solution or (espe- 
cially) in jelly, is a valuable remedy. Local 
thermotherapy to the affected organs, by 
means of diathermy, is of great importance. 

4.—The duration of an attack of gonor- 
rhea depends so much upon the promptness 
and thoroughness with which it is treated, 
and upon the intelligent cooperation of the 
patient and his individual powers of re- 
sistance, that no general period can pos- 


sibly be set. 
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5.—Repeated negative smears and cul- 
tures (especially those made after irritat- 
ing the urethra by injecting a solution of 
silver nitrate or strong silver protein (Pro- 
targol) and massaging the prostate, are the 
only sound basis for determining a cure. 
The “three-glass test” also has some value. 
The technic of making cultures is given 
in Dr. Russell's article in CLIN. MED. AND 
SurRG., for October, 1928, on page 752. 


PROBLEM No. 6 (UROLOGIC) 


SUBMITTED BY Dr. U. S. PERRET, 
JEANERETTE, La. 


The patient is a white male; 34 years 
old; married eight years, with no children; 
clerk in a haberdashery; weight, 185 
pounds; height, 5 feet 11 inches; blood 
pressure 125/85; Wassermann test, nega- 
tive. 

Eighteen or twenty years ago he had 
gonorrhea, which lasted one year. About 
two years ago he began having chills and 
fever, pains in the lumbar region and 
shoulders and a generally “run-down” 
feeling. 

I saw him first in July, 1931. He was 
then being treated by a specialist in New 
Orleans, who advised massage of the pros- 
tate and seminal vesicles two or three times 
a week. The excretion following the mas- 
sage is loaded with pus; at times this seems 
to be less, but these organs fill up again. 
Smears show large numbers of B. coli and 
S. albus. He has also slight infection of 
both kidneys, but roentgenograms show no 
stones. 

Once a week, for the past six or seven 
weeks, his kidneys have been irrigated with 
a solution of silver nitrate. For the past 
year he has been taking hot rectal enemas 
once or twice a day. He has taken all the 
different urinary antiseptics. At present he 
is taking 45 grains (3 Gm.) of methenamin 
a day. I tried Van Cott’s vaccine, and just 
now I am giving him increasing doses of 
an autogenous vaccine. 

His condition is better, but the infection 
of these organs does not clear up. His 
appetite is good and he has gained a few 
pounds in weight in the last six or seven 
months. 

Requirement: Suggest treatment for this 
patient. 
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OBSTETRICS 


Abnormalities of Conception and Labor 
By Frank B. Young, M.D., Long Beach, Calif. 


CoRNUAL PREGNANCY 


RS. C. G., age 34, mother of three 
children, had been operated upon 
two years before I saw her and 

had had her appendix, both fallopian tubes 
and one ovary removed. Following the 
operation, for twenty months she had had 
regular menstruations, without pain and 
normal in amount .She had missed her men- 
struation two months prior to the time I 
saw her; but three weeks following the 
expected date had had a slight bloody dis- 
charge, lasting about twelve hours. This 
was followed by irregular bloody discharges 
at intervals of from four to ten days. She 
was nauseated at times; the areola had 
deepened about the nipples; and she showed 
other evidences of pregnancy. 

At 6:00 A.M., shortly after arising, she 
developed a sudden, tearing pain somewhat 
to the left of the mid-line and a short 
distance above the pubes. Pelvic examina- 
tion showed a slightly enlarged uterus, with 
a distinct mass in the left side. I made a 
diagnosis of cornual pregnancy and oper- 
ated upon her immediately. 


On opening the abdomen, many free 
clots were found in the pelvic region and 
there was a rupture of the stump of the 
tube and the left cornu. It was evident 
that the previous operator had been con- 
tent to remove the tube with a simple liga- 
tion and that the lumen of the tube had 
opened, resulting in a tubo-cornual preg- 
nancy. 


I resected the cornu of the uterus and, 


finding that the tube on the other side had 
not been completely removed, I also re- 
moved it, resecting well into the uterine 
body. The patient made an uneventful re- 
covery and has remained well. 


This woman was first operated upon for 
the purpose of preventing future pregnan- 
cies, and the developments in her case serve 
to warn us that simple ligation and re- 
moval of the tubes are both inefficient and 
dangerous. When the tubes are removed 
for any cause, the tubal canal in the uterus 
should be completely resected and the 
uterine muscles carefully closed. There are 
a few spurters in this region but hemor- 
rhage is easily controlled by deep, through- 
and-through sutures of chromic catgut, and 
the area may be easily and completely 
peritonealized. 


SECOND RUPTURE OF UTERUS IN LABOR 


Mrs. R. C., age 36, came under my care 
when she was four months pregnant. She 
was the mother of one child six years old, 
who had been delivered, after a long normal 
labor, without undue incident. Two years 
later she was again confined and was given 
large doses of pituitary extract to hasten 
the labor. The result was a ruptured uterus, 
which was operated upon and the uterus 
repaired. 


At the time she came under my care, 
the pregnancy had progressed in a normal 
way, but she was intensely afraid of the 
prospect of another uterine rupture. We 
decided to let the pregnancy progress to 
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about eight or eight and one-half months 
and do a cesarean operation before the 
onset of labor. Her condition was normal 
except for a much enlarged heart, due to 
compensation for an old double mitral 
lesion. 


When she was about six months preg- 
nant she developed an attack of the acute 
epidemic type of influenza, which was fol- 
lowed by a _ broncho-pneumonia, from 
which she recovered. During this influenza 
epidemic all the doctors were very busy and 
the hospitals overcrowded, so that this 
woman was not kept under careful obser- 
vation and the family neglected to report 
on her. 

I was called to her home about 4:00 A.M. 
and found her with the first stage of labor 
well completed. I thought it would be pos- 
sible to apply forceps and deliver her at 
her home without undue danger, but while 
I was preparing my instruments the uterus 
ruptured through the old scar. There was 
very little bleeding and practically no 
shock. 

She was hurried at once to the hospital, 
where abdominal section, under ether anes- 
thesia, delivered her of a full-term, dead 
baby, the placenta having been extruded 
through the line of the tear; the uterus was 
firmly contracted about the head, which 
was well engaged in the lower strait of 
the pelvis and bulging the perineum, and 
for this reason there was practically no 
hemorrhage. I removed the uterus supra- 
vaginally and closed the wound, placing a 
small cigarette drain, which was removed 
in forty-eight hours. 

She made an uneventful recovery from 
this operation but, six weeks later, devel- 
oped empyema on the left side, which filled 
the chest rapidly and seriously impaired 
the already enlarged heart. Repeated aspir- 
ations failed to give relief and I resected 
a.rib, under local anesthesia, and treated 
the condition in the manner in vogue at 
that time, with Dakin’s solution irrigations. 

She made a good operative recovery and 
was ready to go home three weeks later; 
but while the nurse was dressing her she 
suddenly gasped and died. Autopsy showed 
that a large vegetation from the heart had 
wedged itself into the aortic opening. 

There are a number of interesting 
features in this case. 

The abuse of pituitary extract was the 
outstanding cause of the rupture of the 
uterus in the first place. This woman had 
borne a child normally only two years pre- 
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viously and there was no occasion in this 
pregnancy for the use of pituitrin, which 
resulted so disastrously to the child and 
endangered the mother’s life. Pituitrin is a 
valuable drug in many cases, but the indi- 
cations for its use are very definite, and 
failure to recognize its limitations and the 
use of too-large doses has often resulted in 
tragedy to mother or child or both. 


In the rupture in which I attended her, 
no pituitrin had been used, but the weak- 
ened uterine wall would not stand the 
strain of normal uterine contractions and it 
is possible that the implantation of the 
placenta on the site of the scar also weak- 
ened the scar more. 


It is also interesting to note the amount 
of strain that a thoroughly diseased heart 
can stand when it is well compensated. This 
heart was much enlarged by muscular hy- 
pertrophy and all the valves in the heart 
were diseased, permitting a free back-and- 
forth flow of blood. Despite this unfavor- 
able condition she was able to go through 
a pregnancy which was complicated by in- 
fluenza, pneumonia, rupture of the uterus, 
abdominal section and, following these, by 


a left-side empyema, which was treated by 
repeated aspirations and ultimately by a 
rib resection. At no time did I feel that the 


heart needed marked stimulation. Her 
death, by embolism from an intra-cardiac 
growth or vegetation, was a tragedy which, 
of course, might have happened at any 
time over a period of years. ~ 


ABDOMINAL AND PELVIC INJURIES 


Mrs. L. G.; age 24, was injured in an 
automobile collision two weeks before I 
saw her. She was two and one-half months 
pregnant at the time and a bloody vaginal 
discharge appeared within two hours of the 
accident. At the time that I saw her she 
was having intermittent uterine pains and 
free hemorrhage; there was evidence of 
numerous bruises over the body, the most 
marked being a hematoma just above the 
pubes, where she had struck the steering- 
wheel. Three days later she had a spon- 
taneous miscarriage which was complete 
and required no instrumentation. 

Shortly afterwards the flow stopped and 
she was able to be up and about, but com- 
plained of severe pelvic pain and tender- 
ness.. Pelvic examination, one month after 
the miscarriage, showed the uterus still 
slightly enlarged, retroverted and a large 


(Continued on page 469) 
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Tincture of Metaphen in Gonorrhea 
(Report of Two Cases) 


I HAVE had such good results from the 

use of tincture of Metaphen in the 
treatment of gonorrhea in women, that I 
wish to report two typical cases. 

Case 1.—Mrs. C. E. C. had intercourse 
Oct. 14, 1931, and a few days later noticed 
slight leukorrhea and burning on urination. 
When I first saw her, Oct. 21, gonococci 
were present in the free pus coming from 
the urethra and Bartholin’s glands and in 
the discharge about the cervix. She was 
infected by her husband who was exposed 
Oct. 10, but developed no symptoms until 
after he had infected her. He also had a 
syphilitic infection at the same time, but 
seems not to have transmitted it, or the 
treatment I gave his wife acted as a pro- 
phylactic. 

At the first treatment I applied tincture 
of Metaphen to the cervix and urethra and 
injected it into the ducts of Bartholin’s 
glands. I also prescribed methenamin, with 
acid sodium phosphate. 

Four similar treatments were given in 
October, nine in November and nine in 
December. Smears taken on January 4, 12 
and 17 were all negative for gonococci. 

On Nov. 12, I changed the internal 
treatment to Niazo and began irrigating 
the bladder with boric acid solution and 
injecting 1.0 cc. of 50-percent tincture of 
Metaphen (to be retained) before remov- 
ing the catheter. There was moderate 
burning when the Metaphen was applied 
to the urethra and bladder, but this sub- 
sided in a few minutes. 


On Dec. 7 and April 8, the Wassermann 
test was negative; and on the latter date 
no gonococci could be found. 


Case 2.—Thelma C. (colored) was mar- 
ried Jan. 3, 1931, and developed salpin- 


gitis soon after. She was treated by a 
colored physician and I first saw her March 
6, 1931. 


On March 14, she had a laparotomy, at 
which the appendix was found densely 
adherent in the cul-de-sac and was 
ruptured during removal. The left ovary, 
which was full of pus, also ruptured. Both 
ovaries were densely adherent to the tubes 
and had to be removed with them. Neither 
tube was ruptured during removal. Two 
drainage tubes were used. The patient 
made a good recovery. Her husband was 
not treated for his clap. 


On Jan. 30, 1932, I saw her again, com- 
plaining of painful urination for the past 
month. The urine was full of pus, which 
was positive for gonococci. 


I prescribed Niazo, by mouth, and began 
irrigating the bladder with boric acid solu- 
tion, leaving 2.0 cc. of 25-percent tincture 
of Metaphen in the bladder after each irri- 
gation. Six treatments were given in Feb- 
ruary and five in March, after which a 
smear was negative for gonococci. 


This woman will probably be infected 
again by her untreated husband. 
SIDNEY MEEKER, M.D., 
Memphis, Tenn. 
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Tracing Tuberculosis to Its Source 
UBERCULOSIS associations are this 


year emphasizing the importance of 
following every case of tuberculosis back 
to its source. “Tuberculosis causes tuber- 
culosis—every case comes from another” 
is the slogan. Few physicians have been 
more conscientious and successful in trac- 
ing every wisp of smoke back to the 
embers responsible for it than J. A. Myers, 
of Minneapolis. His special interest is the 
discovery of early lesions in children, but, 
with the cooperation of a very efficient 
health department, he has found that tuber- 
culosis is a group disease rather than an 
individual problem. The “group” is usu- 
ally, but not always, a family. In a recent 
article (“Tuberculosis—A Family Disease,” 
Jour. Outdoor Life, Oct., 1930), he cites 
and illustrates a number of typical case 
histories, some of which are here repro- 
duced. 


~llOhAe 


Negative Suspected Tuberculous Childhood Advanced Death 
infection tuberculasis tuberculosis 


B Daughter Daughter 


Investigation of family A began when 
a daughter, who later died of tuberculosis, 
consulted the doctor. Soon after her death, 
the son fell ill; his disease is now advanced. 
About two years later, the second daughter 
developed tuberculosis. Within another 
year, another son developed tuberculosis 
and died. Since both parents refused ex- 
amination, the exact source is unknown, 
but the father is suspected of having tuber- 
culosis. It is reasonable to assume that. 
if disease in the father had been discovered 
years earlier, this disaster might have been 
averted. 

The source of disaster may not always 
be a resident of the home. In family B, 
a daughter of 20 years came in for exam- 
ination. She had frank tuberculosis. An 
uncle who lived nearby had had the disease 
for a long time. Contact with him had 
been intimate and prolonged. Examination 
of him showed that he had huge cavities 
in his lung and his sputum teemed with 
tubercle bacilli. The father is suspected of 
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having tuberculosis but has not submitted 
to an examination. An interesting fact is 
that all three children developed clinical 
disease at the age of 20. 


Family C illustrates how infection may 
be spread in a family and then carried 
outside the family. The mother died of 
tuberculosis many years ago, when the son 
was small. He was not well for a time 
after that, but apparently regained his 
health. When he reached young adult life 
his father had remarried and there was a 
little daughter of two or three years, who 
suddenly developed tuberculous meningitis 
and died. Not long after the death of 
the little daughter, the son began to show 
some evidence of failing health. On ex- 
amination he was found to have an exten- 
sive tuberculous process. He was sent to 
an institution, where his symptoms sub- 
sided. When he was able to be about, he 
associated with a young lady whose x-ray 
pictures had previously been entirely clear. 
He still had tubercle bacilli in abundance 
in the sputum. After approximately six 
months of this association, the young 
woman began to. cough. Examination 
showed that she had a very extensive tuber- 
culosis of one lung. She immediately was 
made a bed patient. A little later this 
young man became associated with another 
young woman, and after some time, al- 
though her x-ray films had previously been 
clear, she also fell ill with extensive tuber- 
culous disease. 


That the disease may spread in the 
family through the agency of a servant 
is illustrated by a case quoted by Myers 
elsewhere (study D). In a luxurious home 
in Paris, father and mother in the best of 
health and with excellent past histories, 
three boys, one after the other, almost at 
the same age, died of tuberculous menin- 
gitis. Investigation led to the governess, 
more than 60 years old and a sufferer 
from chronic bronchitis, emphysema and 
asthma, which proved to be a case of 
torpid, senile tuberculosis. She was de- 
tached from the family. Nothing else in 
the home was changed. Subsequently two 
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children were born and nursed exclusively 
by the mother. “One is now approaching 
30 years, the other is a superb girl of 25 
years.”"—Tuberculosis Absts., April, 1932 


Note on Euphagin 
TTENTION has been called to the 


fact that a mistaken impression in 
regard to the action of Euphagin might be 
conveyed by the therapeutic note on page 
225 of the March CLIN. MED. AND Surc. 
This product is not recommended as a sub- 
stitute for narcotics or other anesthetics in 
surgical work, but merely as an anesthetic 
mouth and throat palliative for relief of 
pain following tonsillectomies, in laryngeal 
tuberculosis, intraoral cancer, etc.—Ep. 


Adrenal Products 


r view of the recent developments with 
the adrenal cortex hormone and the 
wide-spread interest in the matter, some 
physicians have been a trifle confused. 
Since the best way to clear up any moot 
question is to define the terms and state 


the facts, I shall do this: 


Adrenalin, the adrenal medullary hor- 
mone, is an accepted advance in therapy 
that has been in use for thirty years. It 
is used chiefly for its effect in asthma, 
shock, hemorrhage, etc. There is nothing 
new or recent about it. 

Epinephrine is a name referring to pro- 
ducts identical with adrenalin. It is neither 
new nor novel. 

Adrenal Extract, on the other hand, is 
neither adrenalin nor epinenhrine, but a 
concentrate from the adrenal glands or 
suprarenal capsules—85 percent or more 
consisting of cortex, the rest medulla. It 
has been used longer than any other 
‘adrenal product, and—chiefly in France— 
its position as a remedy for adrenal in- 
sufficiency is as well established as is the 
use of thyroid extract in hypothyroidism. 

Adrenal Cortex: Since 1929 there has 
been an increasing interest in the adrenal 
cortex and the cortical hormone—cortin, 
interrenalin and Adreno-Cortin — as well 
as in the adrenal cortex identity, physiology 
and therapy. The difference between the 
adrenal cortex and medulla has now been 
made clear, and it is a great difference. 

The misunderstandings based upon mis- 
taking adrenalin for the adrenal hormone 
--a serious thing for a while, especially 
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for those who have believed in these ideas 
for years—are over. The reality of the 
cortical hormone has been proved experi- 
mentally and confirmed clinically. Even 
advanced cases of Addison’s disease have 
been completely controlled at the Mayo 
Clinic with the cortical hormone. In sev- 
eral laboratories, this same hormone, given 
to bilaterally adrenalectomized cats, has 
kept them alive and in apparent health as 
long as it was given. 


Adreno-Cortin: Some misunderstandings 
have occurred about this product, but they 
can easily be explained: Adreno-Cortin is 
a trade name for a special fraction ob- 
tained from the adrenal cortex. The solu- 
tion is free from epinephrine by the physio- 
logic test, whereas the desiccation contains 
0.35 percent of the medullary principle, 
which we prefer not to wash out because 
of the inevitable loss of a part of the 
equally water-soluble cortical principle. 


Adreno-Cortin solution is used with 
greatest prospects of benefit in functional 
hypoadrenia and conditions in which the 
adrenal functions can be enhanced profit- 
ably. Each cubic centimeter represents the 
cortical hormone in 5 Gm. of fresh cortex 
tissue. It is not potent enough for use in 
ultimate Addison’s disease, though from 
5 to 20 cc. intramuscularly, one or more 
times daily, may be spectacularly, but only 
temporarily, helpful. (Incidentally, Hart- 
man, of the University of Buffalo, tells of 
having used the cortin extracted from 500 
Gm. of fresh cortex tissue as one day's 
dosage in a case of Addison's disease!) 


The real accomplishments with Adreno- 
Cortin have been with the utilization of 
its evident influence on the muscular chem- 
istry. Consequent upon this one remark- 
able faculty, it has been possible to bring 
about some encouraging symptomatic bene- 
fit in (1) the heart-muscle tire of hyper- 
thyroidism, pneumonia and toxemias that 
especially stress the heart; (2) the ali- 
mentary muscle atonicity of colitis, stasis 
and ptosis; (3) the general myasthenia of 
the run-down patient; and (4) the con- 
dition of the muscles in Parkinson’s disease, 
due to the perpetual hypertonicity, tremor, 
pill-rolling movements, etc. Besides all this, 
Adreno-Cortin is being used in muscular 
rheumatism, bladder atonicity (in senility, 
trigonitis, residual urine, etc.), and certain 
neuroses in which myasthenia is a symp- 
tom. In every condition mentioned, and 
in several others, the effect is upon and 
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through the muscular chemistry. The sug- 
gestion that the normal maintenance of 
the muscular chemistry and tone is under 
the adrenal control, is now well established. 
Conclusion: Obviously there can be no 
mistaking the difference between Adreno- 
Spermin Compound (Harrower) and 
Adreno-Cortin. The former is a general 
formula, directed at a more general pic- 
ture of hypotonia and depletion: The 
latter is a concentrated, standardized, single 
extract, with specific potentialities and an 
influence upon the adrenal function. 
Henry R. Harrower, M.D., 
Glendale, Calif. 


The Job of Father 


O ANY small boy of four, Dad is a 

hero—a person who knows how to 
overcome all difficulties, one around whom 
the world revolves, a person greatly to be 
admired. Whatever sort of man the father 
is at home, whatever happens to him out- 
side, in politics and economics, the fact 
remains that Dad’s influence on his son’s 
life, for good or ill, is greater than that of 
any other man, because during those early 
years of childhood, when the foundations 
of the boy’s character and health and future 
life are built, Dad is his son’s hero. 


If this small boy saw more of his Dad, 
would that tall person still be a hero? 
Sooner or later, the son will discover 
whether or not his father gets his way 
with tolerance and fairness, whether or 
not he counts on sincerity, justice and gay, 
good humor to turn the wheels of his re- 
lationships with people. As the boy grows 
older, then, will his father’s living ex- 
ample translate the early hero worship into 
a happy bond of comradeship? Will Dad 
become as successful as companion guide 
and counselor, as he has been as provider? 


American fathers are taking the job of 
father seriously; they are actually study- 
ing it as they would any trade or profes 
sion. One father who, when the pressure 
of business slackened, had spent the morn- 
ing in the nursery school, to which his 
small boy went, shook his head ruefully 
and said, “I should have done this hefore.” 
This particular father watched twenty-two 
children playing together, working freely 
and happily, conforming to requirements 
when necessary and yet receiving few di- 
rect commands. During those hours he 
noticed that there was little undesirable 
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behavior, and yet that the teacher seldom 
interfered; that there was little quarreling, 
and that the children usually settled things 
themselves; that the policy, as he expressed 
it, was usually “hands off,” but not always 
so. When the teacher did step in, she had 
a reason for doing so. Never before had 
this realization come to him with so much 
force as on that morning in the nursery 
school. In his home thereafter there was 
less of “Jimmy do this, and do that,” and 
likewise less of “Jimmy, don’t’, with im- 
proved behavior on Jimmy’s part as the 
result. 


When children are born they have some 
ready-made ways of behaving — kicking, 
sleeping, sucking, crying and grasping. 
There are other ways of behaving which 
they have to learn. These are called 
“habits”. They have to learn the habits of 
eating at regular times, sleeping at regular 
times, putting away their toys, and hang- 
ing up their clothes. 

Here are some helps in teaching right 
habits to children: 

Praise children when they do the right 
thing. 

Be firm about doing things regularly. 

Give children a chance to do things for 
themselves. 


Be patient with children, for many 
times they are very awkward in trying to 
do things. 


We must behave the way we wish the 
children to behave. We should hang up 
our clothes if we expect children to hang 
up theirs. We should say “thank you” tc 
a child if we expect him to say “thank 
you” to us. 


Children are not born with habits, they 
learn them. Grown-up people who have 
charge of children decide what habits the 
children are to have. 


Everywere fathers are asking how to 
deal with sons and daughters so that when 
they reach young manhood and woman- 
hood, they may not commit some folly 
which will undo all that their parents have 
been building for them through the years. 
In a dizzying whirl of exciting sounds, 
ideas and actions, youngsters are constantly 
stimulated to a point of feverish activity, 
which piles up special difficulties in their 
path to maturity. How shall a father act 
and talk, in work and play, with those 
growing persons who are his son and 
daughter, in order that the outcome of 
that growth may be revealed in a happy 
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and responsible young man and woman, 
able to use wisely the material and edu- 
cational advantages which their father has 
worked so hard to give them? 


All over these United States, North, 
South, East and West, fathers are looking 
at the job of father from a new angle, that 
of human relationships. They may be giving 
one of their evenings to a class in parent- 
hood, or they may be listening to radio 
programs with helpful hints to parents. 
They may attend motion pictures of the 
activities of nursery school children, illus- 
trating lessons in child development and 
behavior, or they may be studying the job 
by correspondence, with weekly lessons 
from the University Extension Division. 
They may take part in a parent-teacher 
program, showing how the school and home 
can work together to help the children 
develop into good citizens. And as they 
watch with a new interest and understand- 
ing the activities and character traits and 
personalities of their sons and daughters, 
they may even seek the adventure and 
stimulus of leading a group of fathers in 
their discussion of this job of being a 
father. 


Several universities and state education 
departments are now preparing leaders for 
such groups, but more men are needed— 
men who have been successful fathers. 
There are many men throughout the 
country in whose relations to their child- 
ren the transition from hero worship to 
companionship took place gradually and 
happily. There are men like the one who 
was described at a bankers’ convention. 
The only man from his small community 
who had been to college, he had given up 
the practice of law and returned to the 
farm. There he had married and had 
brought up four sons. One of these is 
today the president of the leading bank in 
that state, one the president of the leading 
insurance company and one a United States 
delegate to a recent conference in London. 
This father, rated a failure by all his neigh- 
bors, was counted by the bankers’ con- 
vention a greater success than they. With 
such a man as this, thousands of fathers 
are longing to discuss the job of being a 
father. 

Am. Cuitp HEALTH Asswn., 

New York City. 


Promote health audits. Send for your 
copy of ‘““Who’s Your Health Banker.” 
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Simple Treatment of Ingrowing 
Toe Nails 


NESTHETIZE the affected side of 
of the toe with 2-percent procaine, 
particularly the nail matrix; then, with 
sharp-pointed scissors, cut through the 
whole length of the nail 0.5 cm. from the 
margin; with strong artery forceps, re- 
move this severed portion, leaving the ma- 
trix exposed; apply to the matrix pure 
carbolic acid (phenol) for thirty to sixty 
seconds; neutralize with absolute alcohol; 
apply a Chlorazene dressing; and bandage. 
No further treatment is necessary, and 
the cure is permanent. 

This method has been in use for twenty- 
five years, is simple and efficacious, and 
requires only about fifteen minutes to 
accomplish. 

R. S. MacArtHur, M.D. 

Los Angeles, Calif. 


Social Insurance: 
Inefficient Medical Services Under 
Compulsory Health Insurance* 


[I* preceeding articles Social Insurance 
as a whole has been considered. In this 
and subsequent articles I shall deal more 
particularly with compulsory health insur- 
ance, one phase of Social Insurance. The 
chief danger to medical progress and efh- 
cient medical service to the American public 
comes from the small group of those who 
wish to establish lay bureaucratic control 
over the private practitioners of medicine 
and dentistry. 

The State exercises a legitimate and 
proper function in public hygiene and san- 
itation, the teaching of personal hygiene 
in schools and colleges, in the medical care 
of paupers, criminals, and the indigent in 
general; but whenever and wherever it has 
entered into the private practice of medi- 
cine, inefficiency has always resulted. Even 
in institutional work, with the possible ex- 
ception of university clinics, the medical 
service rendered by the government is 
rarely excellent or even good; nearly al- 
ways mediocre; and often even worse. 

The health, happiness, prosperity and 
efficiency of the citizenship of any nation 
depends more upon the integrity, ability, 
unselfishness and enthusiasm of the medical 
and dental professions and upon the quality 
of medical and dental services rendered to 


*This is the fifth of a series of articles on Social 
Insurance.— Eb: 
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the people than upon any other one factor. 
Any change in the practice of medicine 
and dentistry which will in any way hinder 
these professions from giving their best 
services, will eventually react unfavorably 
upon the whole nation. That State Medi- 
cine and compulsory health insurance actu- 
ally will and do lower the general quality 
of medical and dental services, is supported 
by reason and experience. While it may 
level up a little from the bottom, it un- 
questionably levels down from the top, and 
it is this leveling down that will surely stop 
medical progress. 


Medical progress depends not so much 
upon the rank and file of the profession as 
upon occasional great men with vision. If 
we unduly hamper these great medical 
minds, medical progress must cease. The 
quality of medical services received by the 
people in general depends in large measure 
upon the quality of teaching which the 
rank and file of the profession receive and 
upon the enthusiasm and the ideals which 
are instilled into them by their teachers. 
Men of great ability can do their best work 
only if absolutely free, and a physician 
under lay bureaucratic control never is 
entirely free. Andrew Carnegie, one of the 
most successful men of modern times, in 
the best sense of that word, makes the fol- 
lowing statement in his Autobiography: 
“Thereafter I never worked for a salary. 
A man must necessarily occupy a narrow 


field who is at the beck and call of others.” 


One of the continually recurring mis- 
statements in the compulsory health insur- 
ance propaganda is that it encourages per- 
sonal hygiene and consequently disease pre- 
vention. Nothing could be farther from the 
actual facts. Which person is more likely 
to take care of his teeth—the one who gets 
his dental services free or the one who has 
to pay for it out of his own pocket? Those 
who claim the former, simply do not know 
human nature. 


One of the chief causes of wonder among 
the Germans during the World War was 
the splendid condition of the teeth of the 
American soldiers, as against the almost 
universally poor teeth of the Germans. 
Why this great difference? The chief and 
principal reason is that American citizens 
have their teeth taken care of by private 
dentists who take a very personal interest 
in each individual patient. Most American 
dentists and physicians are spending much 
of their time instructing their patients in 
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general and oral hygiene. Contrast this with 
the work of the Krankenkasse physician of 
Germany, who asks his patient one or two 
questions, then reaches into a file, hands 
him a typewritten prescription and gets rid 
of him just as quickly as he can and as he 
must, if he is to see fifty patients in an 
afternoon office period of two hours; and 
this he is, by force of necessity, compelled 
to do if he is to make a living for himself 
and his family at twelve cents an office 
consultation. 


Then again, the claim is made that com- 
pulsory health insurance examinations are 
more thorough. This too is a statement con- 
trary to fact and to reason, when one 
realizes that the sort of office consultation 
above described gives the physician the 
same pay as a thorough physical examina- 
tion does No man can afford a careful, 
painstaking examination for twelve cents, 
not even in Germany, where living ex- 
penses are almost as high as in this country. 
One Krankenkasse physician in Berlin told 
me personally that he made twenty-three 
house calls in four and one-half hours, or 
at an average rate of one is a little less 
than twelve minutes, driving from house 
to house, going up from one to four flights 
of stairs each time, examining a patient 
and prescribing for him. 


Brend states that, in England, the aver- 
age time spent by panel physicians in 
making a diagnosis is from three to four 
minutes. Another English writer, in com- 
menting on the above facts, rightly observes 
that these are not abuses of compulsory 
health insurance, but inherent faults of the 
system. 


We have all repeatedly seen and heard 
the statement that seventy percent of the 
American people—the low and moderate 
income classes—are not getting adequate 
and efficient medical services. Where those 
who make this statement get their statistics, 
no one has ever been.able to find out. The 
fact is that there are no statistics available 
on this point. From this it must be evident 
that the only place they can get these 
figures is from the depths of their fertile 
imaginations. 


If we stop to investigate the source of 
these statements, we invariably find that 
they emanate from two classes of individ- 
uals: a certain type of ultra-medical spe- 
cialist, whose only experience is or has 
been with the extremely rich, whom he 
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charges fancy, exorbitant fees, and with 
paupers whom he treats in charity hos- 
pitals, as a consequence of which he has 
had no personal experience with patients 
with moderate incomes and has no right to 
express an opinion on this subject; the 
other class who repeat these figures are 
usually persons who never have had per- 
sonal experience with the practice of medi- 
cine, and hence their opinions are practic’ 
ally worthless. 


I maintain that the poorer classes of pa- 
tients get better services in this country 
than they do in those countries of the 
world that have compulsory health insur- 
ance and that their medical requirements 
are at least as efficiently met as are their 
food, clothing and particularly housing re- 
quirements. This phase of the problem is 
an economic one and can not be solved by 
a palliative, such as social insurance is. 

Epwarp H. OcHsner, M.D., 

Chicago, III. 


Pneumonia and Vomiting 
of Pregnancy 


I HAVE read much in my medical jour- 
nals and the lay press this winter 
about pneumonia and its treatment, and it 
seems to me that the reported mortality 


is excessive. In all my practice of 36 
years I have treated about 2,000 pneu- 
monia patients, with a fatal issue in only 
37. But I have worked with many of them, 
remaining with some for more than two 
days at a stretch. 


Another condition that baffles many is 
vomiting of pregnancy. It should not be 
troublesome. It can be stopped in a short 
time. I have stopped it with one dose of 
medicine after the patient was told by 
three good physicians that ‘a termination 
of the pregnancy was necessary. 


I use a level teaspoonful (60 grains— 
4 Gm.) of sodium bromide, given in solu- 
tion by rectum three times a day for 8 
doses. Not a thing is to be taken by the 
mouth—not even water. If the patient is 
troubled by thirst, give isotonic saline so- 
lution by rectum. 


After the eighth dose, the patient can 
get up, dress, go to the table and eat what 
she pleases. In some cases, a patient might 
need occasional small doses of the bromide 
until the confinement. It has always been 
satisfactory in my hands. If a patient can- 
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not tolerate the 60-grain doses, the quan- 
tity may be reduced. 


All of these patients did: well in con- 
finement and all the babies were strong and 
sound and “lived happily ever after.” 


E. J. Hay, M.D. 
Rogers, N. M. 


{In these days, especially in the cities, 
there are few physicians who have the 
time and inclination to stay with their 
seriously ill patients and meet every emer- 
gency until the crisis is past, as did the 
unforgettable doctor in Ian Maclaren’s 
“Beside the Bonnie Brier Bush.” But that 
kind of service produces results, both 
tangible and intangible. 


If Dr. Hay worked out his treatment 
for vomiting of pregnancy himself, it is 
decidely interesting; and if he adopted the 
method described by Dr. L. A. Calkins, 
of Charlottesville, Va. on page 103 of 
the February, 1928, issue of CLIN. MeEp. 
AND SuRG., it is no less valuable. Dr. 
Calkins gave more details than Dr. Hay 
has given, and he, too, obtained results. 
Any physician who is having difficulty 
with a case of that sort will do well to 
look up that article and try the plan of 
treatment suggested.—Ep. } 


The Spahlinger Remedies* 


N THE winter of 1913-14 the late Dr. 

Arthur Latham collaborated with Mr. 
Henry Spahlinger in the treatment of a 
number of cases of pulmonary tuberculosis 
at teaching hospitals in London and in Dr. 
Latham’s private practice. The treatment 
was with vaccines and serums, prepared 
by methods, not then made public, at Mr. 
Spahlinger’s bacterio-therapeutic institute 
at Carouge, near Geneva, where he had 
an experimental farm and a laboratory well 
equipped for serologic and _bacteriologic 
research. 

The war intervened, during which the 
institute at Carouge was diverted to other 
purposes, and it was not until some ten 
years later that the Spahlinger treatment 
was heard of here. Mr. Spahlinger set 
out his claims for the cure of tuberculosis, 
in his own words, in The Lancet of Jan. 
7th, 1922, and the British Red Cross voted 
a large sum of money to enable him to 
produce his remedies so that they might 


*Adapted from an editorial article in The Lancet 
(London), Feb. 6, 1932. 
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be tried in this country, while the Ministry 
of Health offered facilities for their ex- 
perimental trial under scientific supervi- 
sion so soon as supplies were available for 
the purpose. The Lancet appealed to Mr. 
Spahlinger to submit to the independent 
investigation of his remedy at one or other 
of the research institutes in this country, 
but, this appeal was unavailing, although 
that journal pursued for many months a 
policy of printing (without curtailment or 
comment) all cases, successful or unsuccess- 
ful, treated by this method, when sub- 
mitted to it by medical men. 


In 1927, a review of the cases treated 
in 1913-14 at St. George’s Hospital was 
published, with a clinical record setting 
out their subsequent history, and the editor 
took the opportunity again of appealing 
to Mr. Spahlinger to submit his remedies 
to the independent investigation which the 
Ministry of Health was still offering. The 
position varied but little until about a 
year ago, when the results were published 
of a test, made at a Norfolk farm, on the 
immunization of calves against tubercle 
with a single dose of simplified bovine vac- 
cine provided by Mr. Spahlinger; the com- 
mittee of control included two veterinary 
surgeons who were satisfied that this vac- 
cine conferred on calves an extremely 
strong resistance against tuberculosis. This 
vaccine was said to be prepared from dead 
bacteria, and was not more accurately 


described. 


The situation is now, however, changed, 
for Mr. Spahlinger has made a statement 
of his method for the preparation of anti- 
gens, whether for the preventive vaccina- 
tion of human beings or for cattle against 


tuberculosis. In this memorandum there 
are lacunae which we hope will, in due 
course, be filled up. The salient points, 
however, may be enumerated as follows: 


In the preparation of the bovine vaccine, 
primary cultures are made direct from 
slaughter-house material, without prelim- 
inary passage through animals, and, pre- 
sumably, without treatment with acid or 
alkali to destroy any stray secondary organ- 
isms, such as is the usual practice now- 
adays. The media on which the primary 
cultures are made consist of a mixture of 
heated and unheated “defibrinated blood, 
serum, organ or tissue extract’ from a 
bovine source. 


The ingenious blood method of apply- 
ing the unheated portion to the surface of 
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the coagulated medium is an elaboration 
of a method of applying fresh blood to 
the surface of an agar slope, devised years 
ago for cultivating the pneumococcus. Koch 
used coagulated serum in his early experi- 
ments on the cultivation of the tubercle 
bacillus, but nowadays we believe most 
bacteriologists have relinquished serum in 
favor of egg media, on which primary im- 
plantations appear to do better. Tissue ex- 
tract has occasionally been tried, but has 
been very little used by tuberculosis 
workers. Mr. Spahlinger does not state 
what tissues or organs he uses and gives 
no details as to his methods of extraction, 
filtration, etc. The first subcultures are pre- 
ferably made on liquid media of the same 
substances. Here again no details are given 
as to the method of preparing the tissue 
extracts or as to their strength, but later 
in the memorandum it is stated that, in 
cultivating the human strain, small amounts 
of saline, glycerin or glucose may be added. 
As a rule in most laboratories we believe 
first subcultures are made on solid media 
and continued thereon till the cultures 
grow readily. 


In making the vaccine emulsion from 
the subcultures, Mr. Spahlinger tells us 
that the “tubercle microorganisms are col- 
lected and made into an emulsion in a 
sterile manner, in the absence of oxygen, 
with distilled water or normal saline solu- 
tion.” No details are given as to the method 
of removal of oxygen, but we presume the 
emulsion is treated in vacuo. Also—and 
this is an important omission—Mr. Spah- 
linger does not state the method of estimat- 
ing the strength of the bacterial emulsion 
he employs. 


After distribution of his emulsion into 
ampules, the organisms contained therein 
are left to die-a natural death by the pass- 
age of time—which takes a year or even 
longer. This, we believe, is a new depart- 
ure. Many physical and chemical methods 
have been employed in the past for this 
purpose, but we do not recollect having 
read of this. Each batch of vaccine is 
tested before use, to be quite sure that no 
living tubercle bacilli remain. In the case 
of vaccine for use in man, there are added 
to the bovine vaccine: (a) a vaccine of 
bovine bacilli grown on media from human 
sources; (b) of human bacilli grown on 
media from human sources, the media 
being prepared from “defibrinated blood 


serum, ascitic or pleural fluids,” which 
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must be taken from “tuberculosis-free 
bodies.” Details of preparation are not 
given. The question of dosage of the vac- 
cine is not dealt with in the memorandum, 
but it is stated that the relative proportions 
of the three types of culture used in the 
vaccine for man “vary according to the 
nature of the particular type of the tuber- 
culous disease.” 

Now that Mr. Spahlinger has given to 
the world this much of his methods, we 
hope that he will be persuaded to give 
full working details and especially to fill 
some of the lacunae we have pointed out. 
The formula has been released, we are 
told, through the generosity of a small 
group of public-spirited people who are 
animated by humanitarian motives but wish 
to avoid the possibility of improper ex- 
ploitation of the remedies. The Therapeu- 
tic Substances Act should be a sufficient 
guarantee against their fear of cheap and 
hasty manufacture. Mr. Spahlinger may 
safely join the freemasonry of bacteriolo- 
gists who share their knowledge for the 
benefit of medicine and mankind. 


To Avoid Malpractice Suits 


1—Keep full records of every case, 
covering both hospital and office care and 
including telephone consultation. 

2.—Do not spare x-rays. 

3.—Avoid, as far as possible, carrying 
on your practice by telephone. Telephone 
diagnosis and treatment can lead to serious 
mistakes and misunderstanding. 

4.—Fill out death certificates accurately 
and completely. These may be used as evi- 
dence with serious consequence. 

5.—Do not have an autopsy performed 
without a written permission, signed by 
the nearest relative. 

6.—Avoid careless and _ ill-founded 
opinions, particularly in regard to the re- 
sults obtained by other physicians. 

7.—Defer pushing collections on a dis- 
satisfied patient who may bring suit rather 
than pay his bill. He has only two years 
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from the date of the last treatment in 
which to make a claim, while your bill 
is not outlawed for six years. 

8.—Make friends with your patients by 
your honesty and fairness towards them, 
for the every-day patients make up your 
jury and their friendliness to you means 
their friendliness to the profession. 

9.—Carry adequate protective insurance. 
—The Bulletin of the Hennepin County 
Medical Society. 


Continued from page 460) 


mass in the right side. Operation was ad- 
vised, which was submitted to three months 
after her accident. 

Abdominal section, under Avertin anes- 
thesia, showed the uterus retroverted, the 
right tube five and one-half inches long, 
one and one-half inches in diameter, closed 
and filled with a well-organized blood clot. 
The left tube was four inches long, closed, 
slightly enlarged and definitely inflamed, 
but with no blood clot. Both tubes were 
removed by resection into the body of the 
uterus and the uterus was brought up and 
held in place by plication of the broad liga- 
ment and the round ligaments. The appen- 
dix was long and showed evidence of pre- 
vious inflammation and was attached to the 
right tube. It was removed and the stump 
inverted. The entire pelvic viscera were a 
mass of adhesions. She made an uneventful 
recovery and was discharged from the hos- 
pital on the twelfth day. 

The interesting point in this case lies in 
the definite history of miscarriage, hema- 
tosalpinx and salpingitis having been caused 
by a direct blow above the pubes. The fact 
that this woman was pregnant at the time 
of her accident is fairly good evidence that 
she had no serious pelvic disorder prior to 
the time of the accident. Histologic exam- 
ination of the hematomatous tube showed 
no placental tissue nor other evidence of 
ectopic pregnancy. 

525 Security Bldg. 
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A Bapcet or IGNORANCE 


If a dictator decrees vaccination, even the conscientious objector bares 
his arm. But the freeborn American citizen, if he chooses, may bear the 
proud scars of smallpox throughout his independent life, a monument 
to his ignorance and self-conceit—KENDALL EMERSON, M.D. 





Rapio MAGNATE (HOPEFULLY): “PERHAPS THERE’S A SHoRT-CiRCUIT IN THE Heap Set, Doctor.” 
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A Lesson in Time Value 


Benjamin Franklin knew the value of 
time, and demanded that people respect 
his. An incident is told about a customer 
coming into his bookstore in Philadelphia 
one day, and not being satisfied with the 
price given him by a clerk, demanded to 
see the proprietor. The clerk protested that 
“Mr. Franklin is very busy in the press- 
room just now.” But the purchaser in- 
sisted upon seeing him. 


“What is the lowest price you can take 
for this book, sir?” asked the customer. 
“One dollar and a quarter,” was the 
prompt reply. “A dollar and a quarter! 
Why, your clerk asked me only a dollar 
just now.” “True,” said Franklin, “and I 
could have better afforded to take a dollar 
than to leave my work.” 


The man, doubting that Mr. Franklin 
was in earnest, said jokingly: “Well, come 
now, tell me the lowest price for this 
book.” “One dollar and a half,” was the 
grave reply. “A dollar and a half! Why, 
you just offered it for a dollar and a 
quarter.” 


“Yes, and I could better have taken that 
price then than a dollar and a half now.” 
—Hospital Hints. 


Handicapped 


The lawyer tried to confuse the doctor 
who was testifying as an expert. 

“I tell you I don’t care what you think; 
I only want to hear you talk about what 
you know.” And he pounded his desk. 

“Then I might as well get off the stand,” 
the doctor said. “I personally cannot talk 
without thinking. I am not a lawyer.”"— 
Colorado Medicine. 


That’s Different 


Mistress (to new chauffeur): “Thomas, 
I am used to calling my chauffeurs by their 
last names. What is yours?” 

Thomas: “Darling, Ma’am.” 

“Drive on, Thomas.”—Patchwork. 


If You Don’t Site 


—that it pays to advertise, see how manv 
of your friends can name the seventeen 
other amendments to the Constitution of 
the U. S. A—General News Sense. 
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Cancer Cures 


Here are a few suggestions for the cure 
of cancer: 

1—A_ live, green, European frog, 
roasted in butter and rubbed to a powder. 
2.—Suckling puppies boiled in wine. 

3.—Crayfish stewed in asses’ milk. 

4.—The flesh of gray lizards. 

5.—Quince seeds mixed with pig’s blood. 

6.—Live toads applied to the tumor. 

7.—The assiduous avoidance of angle- 
worms. 

No, dear reader, these were not taken 
from a manuscript of the tenth century, 
but from among the suggestions sent in, 
in response to the prize offer by the Amer- 
ican Society for the Control of Cancer, 
in the year of Grace, 1927, as recorded 
in Dr. Tobey’s popular book on cancer. 

How proud and happy we should be that 
we are a wise and enlightened people! 


Not So Crazy 


Several patients having escaped from 
the psychopathic division of a state insti- 
tution, an inspector was called to investi- 
gate the locks on the windows. Thinking 
that he would test the sanity of one of 
the inmates who was walking along the 
corridor, the inspector asked: “By the way, 
what is the name of this hospital?” 

“Hospital!” sarcastically remarked the 
patient. “You've got the wrong number 
stranger. You are now in the bolt depart- 
ment of the nut factory.” 

—Pharmacal Advance 


Feeding the Kitty 


A robin exclaimed, “There’s the cat!” 

But the offspring just laughed where they 
Sat, 

And said, “Ain't it nauseous? 

Old folks are so cautious!” 

And that’s how the kitty gets fat. 
—JOHN R. Swain, in Sat. Eve. Post. 
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Boobs 


Boobs are people, ruined by their faith 
in promises, who vote for the candidate 
who makes the nicest ones. — ROBERT 
QUILLEN. 


Sex doesn’t show up much above the 
ears—"“Aunt Het.” 
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Brittain’s Pathognomonic Sign of 
Gangrenous Appendicitis 


In the presence of gangrenous appen- 
dicitis, palpation of the lower right quad- 
rant of the abdomen invariably produces 
sudden retraction of the right testicle to 
the upper part of the scrotum. The testicle 
drops to its original position as soon as 
the pressure is withdrawn. 

This sign was first observed by Dr. Brit- 
tain, of Richmond, Va., in 1928. It has 
now been constantly observed in nearly 
500 cases of gangrenous appendicitis, and 
its absence in more than 300 other acute 
abdominal conditions make it, I believe, 
pathognomonic for gangrenous appendi- 
citis —Dr. G. P. La Roque, of Richmond, 
Va., in Am. J. Med. Sc., Aug., 1931. 


Pernicious Anemia 


In pernicious anemia, a differential diag- 
nosis must be made from: (1) gastrointes- 
tinal cancer; (2) acute, bacterial endocard- 
itis; (3) Addison’s and Hodgkin's diseases; 
(4) nephritis; and (5) hemolytic jaundice. 
—Dnr. J. H. Musser, New Orleans, La. 


Cause of Frontal Headaches 
headaches, 


frontal 


Many persistent 
which are not relieved by wearing glasses, 
will be found to be due to hypertrophied 
nasal septum or hypertrophied turbinals.— 
Dr. L. Weiss, Newark, N. J., Laryngo- 
scope, Dec., 1930. 


The Neurotic 


Increased nervous sensibility appears to 
be a product of civilization and wealth, 
of indoor life, luxury, a lack of physical 
exercise, and perhaps excessive indulgence 
in the satisfaction of desires. Such people 
are not phlegmatic, stupid and uninterest- 
ing, but are rather those possessed of quick 


perception, acute sensibility and the other 
higher attributes of mind which constitute 
what is termed culture. These neurotics 
are highly reflex people who are so re- 
sponsive to external impressions that the 
associations let loose by any ordinary stim- 
ulus cause such a complexity of cerebra- 
tion that the common affairs of life become 
a burden.—Dr. W. E. Dixon, in Canad. 
M.A.J., Dec., 1930. 


Prognosis in Cancer 


There is no criterion by which one can 
state that a given case of cancer belongs 
to the favorable or unfavorable percentage 
as regards prognosis. In general, it may 
be stated that the greater the diagnostic 
and therapeutic accessibility of a growth 
and the earlier it produces incapacitating 
signs and symptoms, the better the prog- 
nosis. Generalizations regarding age alone, 
when applied to clinical practice, might 
sometimes be very misleading. Cellular 
differentiation, which is the sole basis of 
so many systems for grading cancers, is 
important, but not so important as many 
clinicians have thought. It is of greater 
scientific than immediate clinical interest. 
—Dr. W. C. MacCartuy, Mayo Clinic, 
Rochester, Minn., in J.A.M.A., Jan. 3, 
1931. 


Masked Gastro-Intestinal 
Hyperthyroidism 


Thyroid disturbance may cause such 
general malfunction that the symptoms 
may be myriad and, in particular, pains, 
nausea and vomiting are so frequent that, 
once the diagnosis of hyperthyroidism is 
made, the examiner need not be surprised 
if other conditions are not found to ac- 
count for them. 

In J.A.M.A., Aug. 22, 1931, Dr. I. R. 
Verbrycke, of Washington, D. C., states 
that during the last 3 years he has had 34 
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patients coming for gastro-intestinal diag- 
nosis, the cause of whose symptoms was 
proved to be the thyroid, in masked form, 
so that in many instances the thyroid was 
not suspected at first examination. All the 
cases were checked for correctness of diag- 
nosis by basal metabolism rate and re- 
checked by the therapeutic test in their 
response to Lugol's solution, to roentgen 
therapy or to both. 


Pernicious Anemia 


It must not be forgotten that achylia 
and sclerosis of the spinal cord are integral 
parts of the syndrome of pernicious anemia 
and that these changes are apparently un- 
affected by liver. In certain cases it is 
evident that one must expect death as the 
result of the progression of disease of the 
spinal cord, in spite of a relatively good 
condition of the blood. In other cases, 
the blood-forming organs become incapable 
of further regenerative effort, perhaps as 
a result of the age of the patient, or even 
conceivably in younger patients, because 
of exhaustive overstimulation.—Editorial in 
].AM.A., Aug. 22, 1931. 


Histiocytes 


The word histiocyte is the generic name 
for the cells of the reticulo-endothelial 
system, but it has many synonyms. The 
reticulo-endothelial system has been re- 
ferred to as a presumptive secondary line 
of defense, the first line of defense being 
the polymorphonuclear leukocytes. 


In disorders that involve the reticulo- 
endothelial system, histiocytes may appear 
in the peripheral blood, usually coincident 
with an increase in monocytes. Histiocytes 
appear in a number of conditions and are 
probably concerned with immunity.—Edi- 
torial, J.A.M.A., Aug. 22, 1931. 


“Tron Index” of the Blood 


Investigations have shown that the aver- 
age iron content of the blood, in persons 
with an essentially normal blood, is about 
42.74 milligrams per 100 cc. 

It has been suggested to use a figure to 
be known as the “iron index,” calculated 
by dividing the figure for whole blood-iron 
by the red blood cell count, in millions of 
cells per cubic millimeter. Normally this 
figure varies between 8 and 9. In perni- 
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cious anemia, during relapse, observation 
showed that the index was always above 
10, tending to approach normal during re- 
missions. On the other hand, except in 
certain unusual conditions, the iron index 
was found to be normal or lower than 
normal in chronic secondary anemia. Only 
in anemia resulting from acute loss of 
blood and in certain of the patients with 
leukemia, was the iron index above normal 
and in the range generally found in per- 
nicious anemia. The iron index may prove 
to be of definite clinical value in disting- 
uishing between the anemias.—Editorial, 
J.AM.A., Aug. 5, 1931. 


Etiology of Optic Neuropathies 


In a series of 138 patients with optic 
neuropathies, most of whom were admitted 
to the wards of the Johns Hopkins Hos- 
pital in various services, 27.7 percent were 
due to actual intracranial tumor; 5.1 per- 
cent to pseudotumor; 17.7 percent to syph- 
ilis; 10.9 percent to arteriosclerosis; 8.1 
percent to posterior sinus disease; 6.5 per- 
cent to multiple sclerosis; 2.9 percent to 
focal infection; 4.4 percent to toxic am- 
blyopia; 9.1 percent to miscellaneous con- 
ditions; while in 8.1 percent the exact 
etiologic factors could not be determined. 
—Drs. A. C. Woops and W. M. Row- 
LAND, in J.A.M.A., Aug. 8, 1931. 


——_ 


Fatigue and Disease 


Fatigue has a larger share in the pro- 
motion or transmission of disease than has 
any other single causal condition. — Sir 
JAMES PAGET. 


Psychologic Aspects in Prognosis of 
Tuberculosis 


While tuberculosis may be regarded as 
one of the most curable of chronic diseases, 
the prognosis in the average case of active 
pulmonary tuberculosis is, at any given 
time, uncertain, because it is dependent on 
so many different factors. The more im- 
portant of these factors vary with the psy- 
chology of the individual patient, and this 
depends for the most part upon the phy- 
sician. The first step should be to explain 
truthfully to the patient the extent of his 
disease, as well as the nature and the pur- 
pose of the cure. Unless patients under- 
stand their condition thoroughly and what 
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they must do to recover, they cannot co- 
operate fully and follow the cure as they 
should. In tuberculosis there is no factor 
more important in the prognosis than time. 
—Dr. E. W. Hayes, Monrovia, Calif., in 
Ann. Intern. Med., Mar., 1931. 


Avitaminosis (Vitamin B) 


From carefully controlled experiments on 
rats and the use of a special technic, it 
has become evident that a deficiency of 
vitamin B, per se, produces a marked re- 
duction in the glycogen content of the 
liver of the lactating mother, the nursing 
young and the nonlactating rat, and a 
lymphopenia and corresponding polymor- 
phonuclear leukocytosis in weaned animals. 
—Dr. B. Sure and Marcaret E. SMITH, 
in ].A.M.A., Aug. 1, 1931. 


Transmission of Tuberculosis 


The exposure of nurses and medical 
students to tuberculous patients has re- 
sulted in a much increased evidence of 
positive tuberculin reactions in these classes 
of persons.—Dr. J. A. Myers, of Minne- 
apolis, in J.A.M.A., Aug. 1, 1931. 


- 


Arthritis and Allergy 


Allergy should be considered an impor- 
tant background in the evolution of chronic 
arthritis. In experimental studies with 
skin sensitization tests, upon 100 arthri- 
tics, with an equal number of non-arthri- 
tics as controls, it was found that 18 per- 
cent of the arthritics and 4 percent of the 
nonvarthritics gave positive reactions.—Dr. 
E. R. Eaton, of New York, in J. Am. 
Institute of Homeop., Feb., 1931. 


Simultaneous Diphtheritic and 
Syphilitic Infection of the 
Throat 


A case of simultaneous diphtheritic and 
syphilitic infection of the throat, in a man 
aged 45 yedrs, is reported in the Med. 
Woman's Jour., July, 1931, by Dr. Hester 
E. de C. Woodcock, of Leeds, Eng. The 
diphtheria took a much longer time than 
usual to clear up under antitoxin in the 
presence of the syphilitic lesion, which was 
treated by novarsenobenzol. 
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Hematuria 


Hematuria is the one urologic symptom 
which should never be disregarded. Neither 
the patient nor the physician should be 
content until a positive explanation of its 
cause is known. Tumors, stone and tuber- 
culosis are the existing causes in 80 percent 
of all cases——Dr. W. F. Martin in Bull. 
Battle Creek Sanit., Apr., 1931. 


Hemoptysis 


While the presumption is strong that 
any patient with hemoptysis is tuberculous, 
yet those conditions should not be ignored: 
hemorrhages due to some constitutional or 
blood disease; to disease of the heart or 
blood vessels; to disease of the lungs, other 
than tuberculosis; and those due to mis- 
cellaneous causes. In tuberculosis, blood- 
spitting occurs, sooner or later in from 60 
to 80 percent of cases, but other possible 
causes should not be overlooked.—Drs. S. 
PRITCHARD and J. K. M. Gorpon, in Bull 
Battle Creek Sanit., Apr., 1931. 


Diagnosis of Pre-Clinical Tuber- 
culosis 


By “contact” is meant association with 
a tuberculous person for more than a total 
of a dozen hours in the same unventilated 
room, the disease being actually present, 
even if yet undiagnosed, and the patient 
untrained. Casual meeting or visiting is 
not contact. 

All intimate “contact” cases have been 
found to react serologically for 2 years or 
more after exposure. The disease, in the 
pre-clinical or biologic stage, can be recog- 
nized by serologic tests and chest stereo- 
graphs.—Dr. W. E. Ocpen, Chest Clinic, 
Toronto Western Hospital, in Ann. Intern. 
Med., June, 1931. 


Culture Throat before Operation 


If a patient in the early stages of septic 
sore throat due to Streptococcus zpidemicus 
(and possibly to other somewhat similar 
organisms) is subjected to a belly opera- 
tion, peritonitis is liable to follow. 

Except in extreme emergencies, throat 
cultures should be made from all patients 
before operations.— Dr. Isapore Pitot, 
Chicago. 


_——oe— one 
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Treatment of Nephritic Edema by 
Acid 

From the results of clinical investigations on 
hospital patients, as reported in J.A.M.A. 
Sept. 26, 1931, Dr. F. H. Lashmet, of Ann 
Arbor, Mich., finds that edema is not due to 
the failure of the kidneys to excrete chlorides. 
Chloride, as sodium chloride, increases edema 
but, as hydrochloric acid or ammonium chlo- 
ride, decreases edema. Apparently ,the reaction 


of the compound is more important than the 
chloride content as such. 


The reaction of the total ash intake is more 
important in influencing edema than the total 
amount of ash. Alkaline ash intake increases 
edema and acid ash intake decreases it. 


In the treatment of nephritic edema, the 
author has used, during the past two years, a 
low-protein, salt-poor diet with a neutral ash, 
to which are added acids or acid-producing salts. 
The fluid intake has been “found” rather than 
restricted. The clinical results have been very 
satisfactory. 


Treatment of Perennial Hay-Fever 


In Arch. Otolaryngol., Feb., 1932, Dr. G. 
T. Brown, of Washington, D. C., states that 
the treatment of perennial hay- fever may be 
either palliative or curative. 


In the palliative treatment, a 1-percent solu- 
tion of ephedrine in oil, sprayed or dropped 
into the nostrils, combines the well-known 
shrinking effects of ephedrine on the mucous 
membrane with the protective and soothing 
properties of the oil. When a shrinking effect 
is required stronger than that supplied by the 
l-percent ephedrine in oil, a small quantity of 
3-percent aqueous solution of ephedrine hydro- 
chloride or sulphate may be dropped or sprayed 
into the nostrils. 

When the hay-fever is due to or complicated 
by bacterial infection, ephedrine may be advan- 
tageously combined with one of the newer 
antiseptics, such as metaphen or sodium ethyl- 
mercurithiosalicylate, used as a nasal spray or 
drops. These combinations are commercially 
available under the names of metaphedrin and 
ephedrine with merthiolate solution. 

Ephedrine may also be administered orally in 
the form of the hydrochloride or sulphate every 
4 to 8 hours. for relief from hay-fever. 

The curative treatment for allergic hay-fever 
consists of the elimination of the offending 
substances from the environment or diet, de- 
sensitizing injections or a combination of the 
two. 


If elimination and specific desensitization fail 
to cure the patient entirely of hay-fever, some 
form of non-specific protein therapy should be 
resorted to and, in the author's hands, injec- 
tions of concentrated peptone extract have given 
the best results. 

Calcium therapy is also important. One or 
two 25-grain (1.62 Gm.) tablets of calcium 
gluconate, to be chewed thoroughly three times 
a day before meals, or ampules of sterile calcium 
gluconate solution are also commercially avail- 
able for intramuscular or intravenous adminis- 
tration, which is definitely less irritating to the 
tissues than calcium chloride. The author also 
recommends viosterol 250 D and cod-liver oil 
with viosterol 10 D, in both calcium and phos- 
phorus deficiency. 


Treatment of Psoriasis by Salt-Free 
Diet 


As reported by Drs. O. L. Leoin and S. H. 
Silvers, of New York, in M. J. @ Record, Aug. 
19, 1931, three patients suffering from psoriasis 
were placed on a salt-free diet to observe possible 
changes in their condition. Such a diet, with an 
abundance of vegetables and fruit, is alkaline and 
rich in vitamins. 

In addition to the prescribed diet, sweat baths 
were used to hasten the elimination of the salt 
and local applications of grease were used to 
make the patient more comfortable. The results 
in all three patients were encouraging. 

These patients had suffered from obstinate 
forms of psoriasis which had resisted the usual 
methods of treatment. The first patient treated 
has been free from recurrence for over seven 
months. Further patients are being treated in this 
way; favorable effects are being noted in all. 


Parenteral Use of Liver Extract in 
Pernicious Anemia 


Two reports appear in J.A.M.A., Mar. 26, 
1932, on the parenteral use of liver extract in 
pernicious anemia 

Dr. W. P. Murphy, of Boston, 
method in 30 clinical caces. 
was employed. 


used this 
A watery solution 
In 4 cases the injection was 
intravenous; in 17 intramuscular; 6 were small 
subcutaneous injections. In 3 cases a more 
concentrated extract was used intramuscularly, 
which the author says is more desirable for use 
than is the extract used in the other 27 cases. 

Improvement in the blood is even more rapid 
and striking than that to be expected from the 
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ingestion of much larger doses of liver or potent 
liver extract. Treatment has been followed by 
an increase in the reticulocytes, generally within 
a shorter period than occurs after treatment by 
mouth. There has been a prompt and often 
very striking increase in the number of the 
white blood cells and blood platelets within a 
few hours of the beginning of treatment. 


Symptomatic improvement has occurred after 
parenteral treatment possibly sooner than when 
oral treatment is used. 


In this series of patients the extract has been 
used parenterally without a reaction of im- 
portance; but it may be advisable to test all 
patients with one or more preliminary small 
injections for hypersensitivity to liver. 

The author's experience from this experi- 
mental clinical work has been that the most 
satisfactory use of parenteral treatment is the 
intramuscular injection of large or optimal 
amounts of the water-soluble liver extract 
(prepared from 300 to 400 or more Gm. of 
liver) during the beginning of the treatment of 
a patient in relapse. Subsequent and mainte- 
mance treatment may perhaps best be carried 
out by similar smaller injections at intervals 
varying from 5 to 7 days. 


Drs. J. E. Connery and L. J. Goldwater, of 
New York, report on 14 cases of pernicious 
anemia in relapse, treated by over 500 intra- 
muscular injections of a watery liver extract, 
similar to the foregoing. In all cases there 
occurred prompt hematologic and clinical im- 
provement. Nothing in any way suggestive of 
an allergic reaction of any type was noted in 
more than 500 injections. 

A miscellaneous group of patients suffering 
with various forms of secondary anemia were 
treated with parenteral liver extract. In none of 
these was any hematologic or clinical improve- 
ment noted. 


Intradermal Immunization in 
Gonorrhea 


In J.A.M.A., Feb. 13, 1932, Dr. B. C. 
Corbus, of Chicago, reports experimental and 
clinical results in the treatment of gonorrhea by 
intradermal injections of a specially prepared 
gonococcus toxin (bouillon filtrate); this is not 
an antivirus in the Besredka sense, but it con- 
tains soluble exotoxin. 

The first attempts at treatment by direct in. 
jection of the bouillon filtrate into the urethra 
were unsatisfactory. The intradermal injection 
method was then tried. The author states that 
this is the first attempt to cure acute and chronic 
neisserian infection by the intradermal adminis- 
tration of a gonococcal toxin. The injection is 
made in the buttocks or thighs. 

The injections were given to 195 persons 
with various stages of gonorrheal infection, men, 
women and children. 

The general average from the initial injec- 
tion to the apparent complete riddance of the 
gonococcus in acute urethritis in the male was 
10 weeks; in the female, 12 weeks. In chronic 
infections the period of treatment was much 
shorter. In 5 of the patients suffering from 
gonorrheal arthritis the symptoms rapidly dis- 
appeared. 

In all, about 2,500 injections were given, the 
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quantity injected varying from 0.1 cc. to 3 cc. 
per dose. At present the maximum dose is re- 
stricted to 1 cc. Reactions were few and very 
mild. 

The gonococcal bouillon filtrate is specific for 
neisserian infection only. 


The Migraine Instability 


As defined by Dr. E. Grimes, of Des Moines, 
in M. J. & Record, Nov. 4, 1931, migraine is 
a recurring paroxysmal sensory disturbance 
conditioned on an inherent instability of the 
nervous system, which reacts to various types 
of stress in a specific manner—the migraine 
paroxysm. 

Based on a study of 1200 cases, Dr. Grimes 
thinks that migraine as a whole does not permit 
a cleancut classification, because of the grada- 
tion from the slightest to the most extreme 
degree of instability. Given the instability, the 
paroxysms of migraine are the result of stress. 
When the instability is high, physiologic stress 
will provoke a paroxysm, and when the insta- 
bility is slight a pathologic stress is necessary 
to produce a paroxysm. The greater number 
of cases fall between the two extremes. 

The degree of instability is indicated by both 
the age at onset and the family history. 


The Lens-Antigen Extract Treatment 
of Cataract 


The experience of Dr. A. E. Davis, of New 
York City, in the use of anti-lens serum and 
lens-antigen extract in the treatment of cataract 
now extends over ten years. In Am. Med., Jan., 
1932, he reviews the whole subject and reaches 
the following conclusions: 

1.—Subcapsular senile catract is the most 
favorable type for the treatment; in the very 
early stages (incipient), 80 to 85 percent (81.47 
percent in this series of cases) can be improved 
or arrested and retarded in their progress, the 
lens opacities being reduced and the vision im- 
proved. Even in immature cases the percentage 
is 55.31 percent. 

2.—Cortical, including posterior cortical types 
are the next best suited for the treatment and, 
in the incipient cases, about 75 percent can be 
improved or arrested. 

3.—Nuclear, Sclerosing (black) and capsular 
cataracts are not influenced by the treatment, and 
in such cases it should not be given. 

4.—In all types with vision less than 20/70, 
except in very old and feeble patients in whom 
an operation is not feasible, the remedy should 
not be given. 

5.—Early diagnosis and early active treatment 
are of paramount importance in stopping the 
progress of cataract formation. 

6.—All presbyopes, when coming for their 
first glasses, should be examined carefully for 
lenticular opacities (cataract), in order that 
early active treatment may be instituted. 

7.—The percentage of cases improved and 
arrested by the lens-antigen is much greater than 
that obtained by a careful refraction and simple 
hygenic treatment. 

8.—Since it is possible, in the early cases, to 
stop the progress of cataract, the people generally 
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should be as acquainted with the fact as they 
are now with the necessity for early treatment of 
cancer and tuberculosis and diabetes. Early diag- 
nosis and active treatment in cataract is of just 
as much importance as in the above dreadful 
diseases. 

9.—In this day of preventive medicine, patients 
with cataract should at least be given a chance 
to retain useful vision and not allowed to drift 
along, as is usually done now, until the sight 
is lost, and an operation, not always successful, 
has to be performed. 


Early Diagnosis of Pulmonary 
Tuberculosis 


In the recognition of incipient pulmonary 
tuberculosis, the physical signs are of chief 
importance. In M. J. & Record, Dec. 16, 1931, 
Drs. W. F. Dutton and N. C. Prince, of Ama- 
rillo, Tex., thoroughly consider auscultation and 
the x-rays as diagnostic factors. 


Schematic illustration of bronchiolar or bronchial 
obstruction by tubercle at the beginning of inspira- 
tion with graph of sound by dilatation of obstructed 


point during the phase of inspiration. 


Respiratory air passing through a normal 
bronchial or a bronchiolar tube produces no 
abnormal auscultatory sound. For the produc- 
tion of such an abnormal sound one of the 
following conditions must be present; First, ab- 
normal narrowing or enlargement of the lumen; 
second, swollen mucosa; third, abnormal growths 
extending into or obstructing the lumen; fourth, 
foreign bodies; fifth, secretion obstructing the 
lumen. Unilateral variations of this kind are 
more important in the detection of disease 
than bilateral. 


Auscultatory sounds and x-ray observations 
have determined the fact that tuberculous masses 
produce a certain type of bronchial and bron’ 
chiolar obstruction in early pulmonary tuber- 
culosis. The inspiratory enlargement of the space 
over the obstruction produces a certain sound 
heard only under such conditions as enumerated 
above. Typical minimal pulmonary tuberculosis 
is primarily and essentially a localized condition 
and, in the absence of the special auscultatory 
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early tuberculosis are likely to be erroneous 
and misleading. The first auscultatory changes 
are likely to be found at or near one apex. 


The phenomenon of prolonged expiration in 
early pulmonary tuberculosis is ascribed to bron- 
chiolar and bronchial obstruction. 


Alternate expansion and contraction of the 
thorax in the respiratory cycle produces, under 
normal conditions, normal auscultatory sounds. 
Expansion of the thorax or the inspiratory phase 
of the respiratory cycle, produces an auscultatory 
sound, when passing bronchial or bronchiolar 
obtruction, peculiar to the obstructing factor. 
The recognition of these differentiations by the 
clinician is a matter of experience and it is 
only by experience that the sounds peculiar to 
early tuberculosis can be appreciated. 


A fundamental knowledge of the mechanism 
of the type of bronchial obstruction produced by 
early tuberculous masses is necessary to proper 
interpretation of auscultatory signs and x-ray 
findings; properly interpreted they become of 
the utmost importance; a thorough study on the 

part of the clinician and roentgeno- 
logist usually obviates diagnostic 
error. 


It is the authors’ experience based 
upon clinical evidence, that ninety- 
six percent of the cases of pulmonary 
tuberculosis can be detected before 
the usual sterotyped signs and symp- 
toms — crepitant rales, altered per- 
cussion notes. narrowing of apical 
resonance, cough, anemia, palpitation, 
or slight fever—become recognizable. 


Parathyroidism 


In Am. J. Surg., June, 1931, Drs. 
Max Ballin and P. F. Morse, of 


Detroit, express the opinion that 
parathyroidism seems to be a very 
frequent affection, at least a lesser 
degree of the condition. 


The usual symptoms of parathy- 
roidism are evident; a general de- 
ficiency of lime content of the bonés, 
with localized areas of socalled osteitis fibrosa 
cystica; severe pains in the affected bones, es- 
pecially in the back and down the legs; also pain 
in the isolated areas of decalcification and the 
manifestation of general and local decalcification 
in the roentgenogram, and by the laboratory 
finding of high serum-calcxum and_ reduced 
serum-phosphorus. Such findings should suggest 
investigation of the parathyroid area for tumor 
or hyperplasia of the parathyroids. 


Feeding of lime salts and cod-liver oil con- 
taining special vitamins has not proved success- 
ful for combating the symptoms. The parathy- 
roid tumor or hyperplastic gland should be 
removed. This operation seems to be fairly safe 
under proper aftercare, with the administra- 
tion of parathyroid hormone and later of cal- 
cium preparations. Several personal cases treated 
successfully in this way are reported. 

In Ann. Surg., Oct. 1931, the same authors 
say that general decalcification and osteitis fib- 
rosa cystica as an entity should certainly be 


signs, the stereotyped symptoms attributed to called parathyroidism. At least 15 parathyroi- 
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dectomies reported in the literature, as well as 
the authors’ own cases, have given such re- 
sults that the parathyroid origin of osteitis 
fibrosa cystica cannot longer be doubted. Mul- 
tiple ankylosing arthritis should also be included 
in the chapter of parathyroidism. 


Gum Acacia in Treatment of 
Eclampsia 


As pointed out by Dr. W. J. Dieckmann, of 
St. Louis, in Am. J. Obstet. & Gynec., Sept 
1931, the principal change in the blood in 
eclampsia is a concentration, which may be 
absolute or relative. Relief of this condition is 
usually accompanied by clinical improvement. 

Hypertonic dextrose solution, injected  in- 
travenously, has given the best results in re- 
lieving this condition. 

Gum acacia solution has cured patients who 
did not respond satisfactorily to usual methods 
of treatment. The probable explanation is that 
an injection of acacia solution increases the blood 
volume, lowers the viscosity by retaining water 
and thereby improves the circulation through 
tissues and organs. 

The author suggests using 500 to 1,000 cc. 
of a 6-percent gum acacia solution. 


A 4,000 Year Food Experiment 


The average Chinaman in China lives on but 
a few cents a day. The food problems in this 
country of 400,000,000 have been adjusted 
after thousands of years of experience in the 
feeding of large numbers of people. 

The Chinaman lives principally on cereals— 
the Northern race on wheat; the Southern on 
rice. His protein is vegetable proteins, chiefly 
the soy bean. The meat consumption in grams 
per capita per day in China is 15, as compared 
with 149 in the United States and 130 in Great 
Britain. It is evident that the Chinese are not 
addicted to the meat evil. Their daily food 
intake represents a total of 2,800 calories, of 
which 87 percent is derived from cereals and 
beans. 

Perhaps our nutritive ideas, based on an exper- 
ience of a few hundred years may have to be 
revised in the light of their experience of several 
thousand years—Dr, W. H. Apo.pn in Scien. 
tific American. 


Injection Treatment of Varicose 
Veins 


In discussing a paper by Dr. Eugene Lowen- 
berg (Virginia Medical Monthly, August, 1931) 
on the injection treatment of varicose veins, Dr. 
R. Duval Jones, of Norfolk, said: 

“When the superficial veins are dilated in 
order to compensate for obliteration of the 
deep veins, the injection treatment is obviously 
contraindicated. Dr. Lowenberg has mentioned 
the various ways of determining the patency of 
the deep veins, and of these I have found the 
simple test of having the patient wear an elastic 
stocking or snug bandage for a day or so quite 
satisfactory. If the patient reports relief, the 
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surgeon is justified in assuming that the deep 
“eins are adequate to take care of the circula- 
tion. On the other hand , when the bandage 
or stocking causes distress, the probabilities are 
that the deep veins are obliterated.” 


The question of sloughing was also discussed, 
and the opinion expressed (by H. C. Jones, of 
Petersburg) that when a tourniquet is not used, 
sloughing may be due to the fact that the blood 
is not drained out at the time of injection. A 
double tourniquet was, indeed, favored in ex- 
ceptional cases. 


Vitamin Content of Medicinal 
Cod-Liver Oils 


In J.A.M.A., Apr. 9, 1932, E. M. Nelson 
and R. Walker, of the United States Food and 
Drug Administration, report the results of official 
tests for vitamins in medicinal cod-liver oils and 
related products, as offered for sale to the public. 
Assays of 128 such commercial samples were 
made. 

Generally the oils were found to be uniform 
in their vitamin D potency, but there was found 
to be a great variation in vitamin A potency, 
this being probably dependent on the conditions 
to which the oil is subjected before it reaches 
the consumer. Some oils contained six times as 
much vitamin A as others. 

Of 17 samples of cod-liver oil tablets, only 
2 were found to contain therapeutic quantities 
of vitamins A and D in the doses prescribed. Of 
28 hydro-alcoholic preparations, alleged to con- 
tain cod-liver oil concentrates or extract and 
usually recommended by the manufacturers as 
“tonics,” not one was found to contain the 
vitamins of cod-liver oil in significant quantities. 
Of 7 concentrates examined, 3 were found prac- 
tically or wholly devoid of vitamin A and did 
not show more than one-tenth the vitamin D 
potency of cod-liver oil. 

As a result of the investigations, many pro- 
ducts will be discontinued or their label claims 
changed. 


Ethylene Anesthesia 


In Anesth. & Analg., Sept.-Oct., 1931, Dr. 
C. N. Chipman, of Patients, D. C., asserts 
that many surgeons and anesthetists are not 
properly informed about the good qualities ot 
ethylene as an anesthetic or that they are not 
using ethylene because of some unwarranted 
prejudice. 

When local, spinal and other forms of anes- 
thesia fail and some form of general anesthesia 
has to be used, the author's preference is for 
ethylene-oxygen anesthesia. If ethylene-oxygen 
anesthesia is good enough to pull the other out 
of the ditch, it should be good enough to be 
used in the first place. 

Because of the wide margin of safety of 
ethylene-oxygen anesthesia for serious and long 
operations, it is the anesthetic of choice for 
general anesthesia. 

In obstetrics, ethylene-oxygen anesthesia of 
fers the patient the greatest relief from pain 
and suffering, with the least unfavorable results 
to mother and baby. 

In spite of the many new anesthetic agents 
that are being tried out daily, the author finds 
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that he eventually 
oxygen. 

Because there are many parts of the country 
where ethylene oxygen is not used, a concerted 
effort should be made to educate the public and 
medical profession on the many advantages of 
this form of anesthesia. 


back to 


turns ethylene- 





The Prevention of Anaphylactic 
Shock 


Based on the study of 8 patients who died 
from anaphylactic shock following injections of 
serum and following pollen extract injection, 
Dr. G. L. Waldbott, of Detroit, in J.A.M.A., 
Feb. 6, 1932, reports the following conclusions: 

1.—A negative history of personal or familial 
allergy or of previous serum injections should 
not be relied on in ruling out the possibility of 
serum sensitization. 

2.—Skin or conjunctival tests should be per- 
formed before administering serum, but a nega’ 
tive test does not definitely rule out sensitization. 

3.—Intravenous injections should be avoided 
as much as possible. Withdrawal of the syringe 
for evidence of blood may protect to some 
extent against accidental puncture of a vein, 
but does not with certainty prevent this possi. 
bility. 

4.—If no vein is punctured, the rapid appear- 
ance of a marked local reaction should invite 
caution. Epinephrin, administered above the 
site of injection, and the application of a tourni- 
quet may then aid in blocking absorption. 

5.—Desensitization, according to Besredka, at 
short intervals, is not a safe procedure for 
prevention of shock, 

6.—Epinephrin, if given after symptoms have 
arisen, does not necessarily protect against the 
fatal outcome of shock. In cases suspected of 
sensitization, it should be given admixed with 
the antigen. 





Neuropsychiatric Counterfeits of 
Visceral Disease 


Ila. LAMA. Dec. 12, 1931, Dr. ‘T. H. 
Weisenburg, of Philadelphia, and associates cite 
a number of cases in which neuropsychiatric 
manifestations masked organic visceral diseases. 

Discussing these cases, the authors express 
the opinion that visceral disease may give rise to 
neurologic manifestations, by reason of the fact 
that the viscera are innervated by the vegeta- 
tive nervous system. They are not only influ- 
enced by the segmental and suprasegmental 
portions of the central nervous system and of 
the emotions but, in turn, are capable, when 
disturbed, of giving rise to a disturbance in 
the emotions and, by reason of reflected pain, 
to all sorts of peripheral phenomena. Psychic 
and emotional states influence the vegetative 
nervous system and visceral functions, and vice 
versa. 

Cases are ‘given wherein neuropsychiatric 
symptoms have masked cardiac, pulmonary, 
gastro-intestinal, pelvic and genito-urinary di- 
seases. 

The causes of errors in diagnoses are trace- 
able to faulty and incomplete examinations, to 
the failure of judgment and proper evaluation 
of neurospsychiatric manifestations, and to the 
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fact that, in predisposed individuals, the earliest 
manifestations of visceral disease may be purely 
psychiatric in type. 

From the neuropsychiatric standpoint, disease 
cannot be regarded as purely psychic or purely 
somatic. Every disease has a somatic as well as 
a psychic component and should be viewed 
from that standpoint for both diagnostic and 
therapeutic purposes. Moreover, every case 
should be studied in the light of a total situa- 
tion. 





.Pneumoperitoneum in the Treatment 
of Tuberculous Enterocolitis 


It has been estimated that tuberculous ulcers 
of the intestines occur in from 60 to 90 percent 
of cases of fatal phthisis. 

In Am. J. Med. Sc., Sept., 1931, Dr. A. 
L. Banyai, of Wauwatosa. Wis., reports upon 
44 cases of tuberculous enterocolitis treated by 
pneumoperitoneum. From his experience in these 
cases he finds that: 

1.—The technic of this procedure is simple 
and practically without danger. 

2.—The amount of oxygen and the frequency 
of the inflations should be adapted to the 
individual case. In the author's series, the 
largest amount of oxygen injected was 1,500 
cc. and the smallest 150 cc. 

3.—The subjective feeling of the patient 
during operation is a far better indicator than 
the manometer. 

4.—The abdomen should rather be under- 
inflated than overinflated. 

5—No treatment should be given during 
the menstrual period. 

6.—Paradoxical oscillations in the manometer 
were observed in 3 cases. 

7.—The abdominal capacity markedly de- 
creased in some cases as the course of treat- 
ment progressed. 

8.—A case of bilateral phrenic nerve block 
and a case of bilateral artificial pneumothorax 
simultaneously treated by pneumoperitoneum 
are cited. 

9.—The therapeutic effect of this procedure 
is considered to be due to the direct chemical 
influence of oxygen, the increased intra-abdomi- 
nal pressure and hyperemia of the peritoneum 
and intestinal serosa. 

10.—Symptomatic relief was noted in 31 
(70.4 percent) of this group. 

11.—Complete relief was seen in 14 (31.8 
percent); partial relief from all intestinal symp- 
toms in 10 (22.7 percent); diarrhea ceased 
while other symptoms persisted in 5 (11.3 per- 
cent); diarrhea persisted while other symptoms 
ceased in 2 (4.7 percent). 


12—The duration of symptomatic 
varied from a few days to 2 years. 


13.—There was no relief in 13, or 29.6 
percent. 





relief 


14.—If it is true that adequate nutrition is 
the keystone of defense of the body against 
tuberculosis, the rehabilitation of the subcompe- 
tent tuberculous intestines by restoring their 
normal motility and digestive function is of 
prime importance. Therapeutic efforts should 
be proportionate to the misery and distress of 
those suffering with this serious complication. 
The results of this limited experience are en- 
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couraging enough to advocate the more frequent 
use of pneumoperitoneum in the treatment of 
intestinal tuberculosis. 


Hernia in Low Abdominal Median 
Line Incisions 


Abdominal incisional hernias occur more fre- 
quently than most surgeons realize. In Am. J. 
Obstet. & Gynec., Oct., 1931, Dr. Jas. 
Masson, of Rochester, Minn., points out that, 
in women past middle age and in obese patients, 
there is likely to be a marked separation of the 
rectus muscles and that special precautions are 
required to avoid incisional hernia in operations 
on such patients. 

The author thinks that all incisions for ex- 
posure of the pelvis should be in the median 
line. When the recti muscles are much separa- 
ted, a dangerous type of incision is one close 
to the median line through either the right or the 
left rectus muscle. When such a wound is closed, 
the narrow mesial strip of muscle has a definite 
tendency to atrophy, and a weak line of union 
results. In case the incision is carried above the 
umbilicus, it is generally impossible to approxi- 
mate the two recti muscles at this level. It is 
therefore advisable, either to remove the umbi- 
licus or to cut it free from the fascia of the 
recti, and then to overlap the fascia for a short 
distance. If diastasis is not marked, the sheath 
of the rectus should be opened on each side, 
to allow muscle-to-muscle approximation, and 
adequate exposure of the external sheath should 
be made to allow slight overlapping free from 
adipose tissue. It is much easier to do this be- 
fore opening through the fascia than at the 
time of closure. 

The peritoneum varies a great deal in diff- 
erent cases, but is especially thin and friable if 
patients are obese. If possible, closure should be 
made with a running mattress suture and by 
eversion of the edges; but in many cases, es- 
pecially if the muscles are not completely relaxed, 
it may be advisable to close the muscle and 
peritoneum together. If this is done it is not 
necessary to put separate stitches in the muscle, 
but to make a good approximation, preferably 
overlapping the external sheaths of the recti. 
Tension sutures of nonabsorbable suture material 
are probably not necessary in the majority of 
cases, but I think it is wise to put three or four 
in every abdominal wound. 


Clinical Importance of the Sex 
Hormones 


Some clinical experience with subcutaneous 
injections of the estrus-producing hormone are 
reported by Dr. E. C. Dodds, of London, Eng., 
in Am. J. Obstet. & Gynec., Oct., 1931. Men- 
struation started in 10 of 32 unmarried and in 
18 of 30 married amenorrheic women. The 
periods continued for at least 6 months. 

Experience with 4 patients, who had both 
ovaries removed, showed that the menstrual flow 
continued as long as injections of the hormone 
were given, but ceased on their discontinuance. 

In 4 attempts to produce premature labor, in 
only 1 case was there any evidence that the re- 
sult was obtained. 
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The Aschheim-Zondek pregnancy test was 
carried out in 208 cases. Out of 126 women 
known to be pregnant, only 4 gave negative 
tests; of 82 women known not to be pregnant, 
only 1 gave a positive test. 

In some menopause cases it was found that 
daily injections of 10 units of the hormone 
possessed definite power in controlling the vaso- 
mone and general symptoms of nervous irrita- 
uity. 


Treatment of Thrombo-Angiitis 
Obliterans by Foreign Protein 


In J.A.M.A., Sept. 19, 1931, Dr. N. W. 
Barker, of Rochester, Minn., expresses the 
opinion that treatment by foreign protein is 
rational in thrombo-angiitis obliterans. It has 
been shown definitely that vaso-dilatation, with 
increased flow of blood through an extremity, 
occurs during the febrile reaction; also that the 
foreign protein reaction results in relief of pain. 

The most satisfactory foreign protein pre- 
parations so far encountered are the ordinary 
T-A-B (Bacillus typhosus and B. paratyphosus, 
A and B) and the typhoid “H”™ antigen. These 
have been used in approximately 300 cases at 
the Mayo Clinic. In 150 cases, at least 3 injec- 
tions were given as a definite therapeutic 
procedure. The initial dose is from 15 millions 
to 30 millions. The dose is increased as is 
necessary to keep up the reactions, usually by 
25 millions of organisms each time. Prolonged 
treatment is necessary and it is usually well to 
give a period of rest of a month or so after 
twelve injections. 

The treatment has relatively little value in 
cases in which there is claudication only, or in 
cases in which there is extensive gangrene. The 
best results are secured in cases in which there 
is rest pain, with or without ulcers or limited 
gangrene. 


Intravenous Use of Barbital 
Compounds 
A review in J.A.M.A., Dec. 19, 1931, of the 


clinical and other literature concerning the in- 
travenous use of barbitals, shows that, except 
for the more difficult determination and grada- 
tion of dosage and the exactness and special 
care in preparation of a solution of the drug, 
the sudden blood, reflex and collapse pheno- 
mena, and the intensive preoperative and post- 
operative vigilance over the patient, practically 
all the disadvantages claimed for intravenous 
administration would occur also with adminis- 
trations other than the intravenous. In other 
words, any advantages that may exist in the 
choice of barbitals as aids in anesthesia, or as 
sedatives, analgesics or hypnotics, can be easily 
procured by giving them by mouth, with the 
further advantage of avoiding the necessity of 
the small operation and aseptic technic for an 
intravenous injection and the unnecessary dis: 
turbances and complications of such injections 
in general. 

About the only argument in favor of the 
intravenous route would be an occasional rapid 
action in an emergency, as in the control of 
convulsions of toxic or disease origin, or in 
occasional operations. 
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The intravenous use of the barbitals should 
be limited, for the present, to conditions in 
which oral administration is not feasible, either 
because the patient is unconscious as in cere’ 
bral hemorrhage, eclampsia, or status epilepticus, 
or because he resists, as in delirium, or because 
a very prompt action is imperative, as in con- 
vulsion from local anesthetics. 


Fatigue Due to Chloride Loss 


In Mil. Surgeon, Dec. 1931, Col. C. P. 
McCord, M.C.R., and Lt. Col. T. L. Feren- 
baugh, M.C., point out that, under suitable 
conditions as to temperature, humidity, muscular 
exertion and, at times, emotional state, as much 
as six liters of fluids may be lost from the adult 
human body in a single twenty-four-hour period. 
However, the average daily loss of body fluids 
as sweat, under conditions of muscular exertion 
and heat, is much less, and under conditions 
attending most occupations does not exceed 
three liters. 


The chloride content of sweat is not con- 
stant, varying in different body areas and with 
the duration of sweating. As sweating is pro- 
longed, the percentage of chlorides increases. 
The extremes established under experimental 
conditions on human beings are: minimum, 4.3 
mg.; maximum, 8.3 mg. per cc. of sweat. The 
average proved to be 6.5 mg. 


In any assumed instance in which the chloride 
content is average (6.5 mg. per cc.) and in 
which the sweat output is 3,000 cc. during the 
twenty-four hours, the loss of chlorides from 
the body approximates 20 Gm.—an amount 
that certainly may not be replaced by chlorides 
normally in foods and drinks. 

Excessive and prolonged sweating eventuates 
in dehydrated tissues, gastric hypoacidity, acido- 
sis, fatigue, exhaustion, muscular and gastro-in- 
testinal cramps. These conditions are not alle- 
viated by water alone and are, in fact, in some 
measure aggravated by water intake. 

Salinized drinking water (sodium chloride 
0.25 to 1.0 percent) goes far in the prevention 
and control of that form of fatigue or exhaus- 
tion occasioned by mineral losses from the body. 


Application of the Bacteriophage to 
Urinary Infections 


Among other successful applications of bac- 
teriophages, Dr. W. J. MacNeal, of New York, 
in New York St. J. Med., Nov. 15, 1931, states 
that much success in urinary infections has been 
obtained by the following method. 

The patient is put to bed on a very regular 
light diet, with abundant fluid intake. The 
urine, collected by aseptic technic, without a 
catheter, each morning and evening, is at once 
tested to determine its hydrogen-ion concentra- 
tion. The reaction of the urine is brought close 
to the neutral point by oral administration of a 
drug with residual alkali, such as potassium ci- 
trate 5 to 20 grains in watery solution, every four 
hours. Practically always the urine is naturally 
acid. If it is too alkaline, this can be corrected 
by oral administration of acid phosphate or 
ammonium chloride. Two or three days may be 
required to get the urine nearly neutral. 
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The patient nearly always becomes comfort- 
able under this regimen and there in no pressing 
need for hasty application of the bacteriophage, 
which is, meanwhile, being developed to a high 
potency against the patient's bacterial strain by 
serial filtrations in the laboratory. 


When the bacteriophage is finally ready and 
the urine is remaining nearly neutral, (pH 6.6 
to 7.2), begin with subcutaneous injection of 
bacteriophage, 0.5 cc., 1.0 cc. and 2.0 cc. on 
successive days. On the second and third of 
these days introduce into the bladder, by rigidly 
aseptic and gentle technic, through a small soft 
catheter, about 10 cc. of the bacteriophage pre- 
paration, diluted with 100 cc. of sterile saline 
solution. The patient is encouraged to retain 
this liquid as long as may be convenient. 


Subsequently the patient remains on the 
regular diet with abundant fluids and regulation 
of reaction of the urine as before. Bacteriologic 
examination of the urine should be done 48 
hours after the last instillation, for bacteria and 
for presence of bacteriophage; and again five 
days later. Ordinarily a few living bacteria still 
persist in the bladder urine. The bladder is 
then irrigated with a silver preparation, which 
is repeated after 24 hours. Two days after. the 
second silver treatment the bacteriologic examina- 
tion of the urine is made; the patient is allowed 
to be up and the alkali therapy is changed 
over to acid phosphate, coupled with administra- 
tion of methenamine during a _ convalescent 
period of two to three weeks. A final bacterio- 
logic examination should show sterile urine. 


Allergic Migraine 


That migraine depends upon a specific sen- 
sitization, is the opinion of Drs. R. M. Balyeat 
and H. J. Rinkel, of Oklahoma City. From a 
study of the data collected from a review of 202 
consecutive cases and from questioning of 198 
physicians, 260 medical students, 107 nurses, 
845 women teachers, 1102 high school students 
and 270 unemployed, the authors, writing in 
Ann, Int. Med. for Dec., 1931, have reached 
these conclusions: 


1.—Migraine appears to be common in child- 
hood, since nearly one-third of all cases studied 
developed symptoms during the first decade. 

2.—The syndrome is more common in busi- 
ness men, professional men and teachers, than 
in laborers. 

3.—About seven percent of all people in the 
United States suffer from this symptom complex 
sometime in life. 

4.—Like asthma, symptoms of migraine in 
childhood may vary greatly from those of the 
adult. Gastric symptoms are usually marked. 

5.—Migraine is interchangeable in the link- 
age with other allergic syndromes. 

6.—A family history of allergic diseases was 
elicited in 167 out of 202 cases, or 82.1 percent. 

7.—Of the 202 cases studied, 81.1 percent 
suffered from other allergic syndromes. 

8.—From the findings, it was concluded that 
the exciting factor in all cases of migraine is 
a specific sensitization. 

9.—There are many predisposing factors, 
which should be investigated and eliminated. 

10.—The pathology in migraine is probably 
a local vasomotor dilatation, producing a local 
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congestion of the brain corresponding to a hive 
on the skin. 

11.—A familial history of allergy or a his- 
tory of allergic manifestations in one who suffers 
from headache aids but does not establish a 
diagnosis of migraine. 

12.—The treatment of migraine based on 
allergic findings gives results equal to the treat- 
ment of practically any other chronic disease. 


Venous Pressure 


Cardiac incompetence may be described as 
that condition in which the venous pressure ex- 
ceeds the range within which the heart is cap- 
able of responding by increased work to in- 
creased venous load. 

In J.A.M.A., Oct. 31, 1931, Dr. J. A. E. 
Eyster, of Madison, Wis., asserts from his in- 
vestigational experience that the venous over- 
load, associated with extreme physical activity, 
in man or the experimental animal, does not 
lead to dilatation and hypertrophy so long as 
the heart is normal. 

From experiments on dogs from which the 
pericardium was removed, it appears that one 
of the functions, at least, of the pericardium 
is to restrain the tendency to dilatation with 
subsequent hypertrophy that would tend to ap- 
pear with the high venous load associated with 
severe muscular exercise. 

Whether or not a high venous pressure leads 
to cardiac muscle injury, with dilatation and 
subsequent hypertrophy, would seem to depend 
on two factors: the extent of the venous over- 
load and the protective influence of the peri- 
cardium. 


Recurring Inguinal Hernias 


The rate of recurrence of inguinal hernia, 


following operation, is alarmingly high. In 
Internat. J. Med. & Surg., Oct., 1931, Dr. E. 
Andrews, of Chicago, remarks that certain 
hernias which are likely to recur if operated 
upon are better left unoperated. 

In many hernias there is a marked deficiency 
in the lower fibers of the conjoined tendon, 
which should arise from Poupart’s ligament 
above the internal ring and, arching over it, 
insert into the pubis, very close to the attach- 
ment of Poupart’s, so that when it contracts 
it tends to approximate itself to Poupart’s 
ligament, acting as a sphincter. In a high per- 
centage of hernia operations, however, it is 
found to insert into the lateral edge of the 
rectus sheath from one to two inches above 
Poupart’s ligament, so that there is a triangle, 
bounded above by the internal oblique, medially 
by the rectus sheath and below by Poupart’s 
ligament. 

When the anatomic conditions are such as 
those mentioned, it stands to reason that no 
further sphincter action by this muscle can 
occur and that its usefulness is largely destroyed 
The condition of this factor, therefore, is sub- 
ject to careful estimate by the examining finger 
and wide degrees of absence of conjoined 
tendon make the prognosis of hernia operations 
exceedingly bad, as it is only possible to ap- 
proximate the inner walls of the canal by 
pulling this red muscle down to Poupart’s and, 
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if it lies very far away, the tension is bound to 
be great and it cannot well be held by suture. 


Periarterial Sympathectomy in 
Fractures 


Following their experience, Drs. R. Colp and 
S. Mage, of New York, in J.A.M.A., Oct. 10, 
1931, express the opinion that periarterial sym- 
pathectomy seems to have a physiologic basis 
for application in the problem of fracture re- 
pair. In a series of seven recent fractures of 
the lower extremity, there was a diminution of 
time in obtaining clinical union of eleven days, 
and in hospitalization of nineteen days, and no 
case showed a tendency toward delayed union. 
In a series of ten cases of delayed union in 
fractures of the lower extremity, which were 
ununited after an average of seventy days, 
clinical union resulted twenty-one days after 
sympathectomy in eight cases. 

The experimental and clinical evidence seems 
to justify a further trial of this operation in 
recent fractures and in those in which union 
appears to be delayed. 


Intravenous Strophantin Therapy in 
Heart Disease 


With but few exceptions, American doctors 
treat chronic heart insufficiency by the oral or 
rectal administration of digitalis. 

In M. J. & Record, Oct. 7, 1931, Dr. F. 
Gruenbaum, of Bad Nauheim, Germany, re- 
commends intravenous strophantin treatment for 
chronic heart insufficiency, which for ten years 
past he has personally employed in a large 
number of cases with success; it is also used 
with success in German clinics and by special- 
ists and general practitioners, not alone for 
chronic, but also in the milder grades of heart 
insufficiency. 

Dr. Gruenbaum points out that no other 
method of treatment places at the disposal of 
the physician the ability for such a degree ot 
exact dosage and for meeting any likely inci- 
dents. Result or failure of a result, is depen- 
dent on dosage. The errors of twenty years 
ago should surely not be a reason for refusing 
this beneficent remedial agent the rightful place 
to which it is now entitled in the treatment of 
heart sufferers. If one holds to the single dose 
of 0.5 mgm. it is quite safe, and by-effects do 
not occur, providing no digitalis medication has 
been administered for at least forty-eight hours 
previously. This last point requires some 
amplification. 

At the commencement of his paper the author 
stated that digitalis medication was employed 
in a different manner in the United States 
from that in some cases used in Germany. In 
Germany the single dose of 0.1 Gm. is gen- 
erally not exceeded, and as the day's dose, not 
more than 0.3 Gm. is given. Under these cir- 
cumstances the forty-eight hour interval is 
sufficient before commencing strophanthin treat- 
ment, but it is a different matter if it has been 
preceded twenty-four hours by treatment with 
large doses of digitalis—doses of 0.5 to 1 Gm. 
Despite the attractive researches carried out in 
North America on this matter, it does not yet 
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seem to the author to be clearly established 
how the cumulative conditions figure out as a 
result of strophantin treatment following on 
that of digitalis. 

The consideration of the T peak alone as 
an indicator is not sufficient; some other cer- 
tain objective supports are required. It seems 
to the author that the greatest possible care 
should here be exercised, as any new false 
ideas would prevent this method from finding 
an increased extent of use. He therefore advises 
that, in those cases where large doses of digi- 
talis have been quite recently given by mouth, 
strophantin therapy should, for the time being, 
be excluded. 

It is only when the American authors have, 
by reason of their experiences, determined the 
foregoing problem, that it seems proper to take 
up a definite position with regard to this ques- 
tion. The poll therefore advises strophantin 
treatment only for such patients with cardiac 
insufficiency as have not been digitalized or 
for those, after a sufficient lapse of time, who 
have taken only small doses daily, not exceed- 
ing 0.3 Gm. 

The author uses the German preparation K- 
Strophantin-Boehringer. 


Nitrites in Spasmodic Conditions of 
Gastrointestinal Tract 


There is need for some reliable method in 
differentiating spasm and organic lesions, espe- 
cially in the lower alimentary tract. 

In J.A.M.A., Sept. 26, 1931, Dr. A. J. 
Beams, of Cleveland, reports some clinical and 
experimental studies upon the effects of nitrites 
on the motility of the alimentary tract. In 
these studies nitrites have proved a valuable 
diagnostic measure in differentiating spasm 
from organic lesions. 

Pain caused by muscle spasm was relieved by 
nitrites; whereas pain due to some inflamma- 
tory process was not relieved. It appears, there- 
fore, that any pain in the gastrointestinal tract 
that is relieved by nitrites is caused by muscle 
spasm, especially in the lower tract. Belladonna 
was much more effective than sodium nitrite in 
the treatment of cardiospasm and pyloric spasm. 

From the standpoint of diagnosis in roent- 
gen-ray examinations, nitrites are more effectual 
than atropine as an antispasmodic. Only in 
cardiospasm and pyloric spasm did atropine 
equal nitrites, and neither was very effectual in 
these conditions. 


Conjunctival Chancre: A Risk to the 
Physician 


About 1 out of every 56 extragenital chancres 
affects the eye; they are usually innocently 
“ee 

n Monde Méd., Paris, 15 Sept., 1931, Drs. 
G. Basch and D. Thibauet mention several such 
cases, in which the conjunctival chancre was 
acquired by physicians in treating syphilitic 
patients. The mode of infection is usually by 
projection of virulent salivary particles during 
bucco-pharyngeal examinations. In all such 
examinations the physician's eyes should be 
well protected. 
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Clinical Results from the Use of 
Adreno-Cortical Extract 


In Endocrinology, Nov.—Dec., 1931, Drs. 
Jas. T. Thompson and R. W. Whitehead, of 
Denver, report that the adrenocortical extract 
of Swingle and Pfiffner has been made accord- 
ing to these authors’ directions and_ tested 
clinically on seven non-hospitalized patients. 
Three of these patients had Addison's disease; 
three had pulmonary tuberculosis with varying 
degrees of hypoadrenia; one was suffering from 
arthritis deformans. 

Precautions were taken to rule out any possi- 
ble psychic factor in the clinical observations. 

Favorable results are being obtained with all 
three cases of Addison's disease. The improve- 
ment observed is thought to be the result of 
treatment. Instances of remission and spontan- 
eous recovery in earlier cases are cited to show 
that the very nature of the disease is such as 


to make positive conclusions impossible at pre- 
sent. 


Experience with tuberculous patients shows 
that the use of this extract is beneficial in 
improving the general condition, but is possibly 
hazardous from the standpoint of the infection 
itself. The greatest danger seems to lie in ad- 
ministering excessive dosage intravenously, and 
in giving the extract to patients with active 
tuberculosis, which may be aggravated thereby. 


One patient with arthritis has experienced no 
ill effects from small subcutaneous injections. 
Pain has been relieved in the inflamed joints 
and mobility has been re-established in some 
of those that have been immovable. 

Small subcutaneous injections of the extract 
are advised at the beginning of treatment. Some 
patients appear to be intolerant to desiccated 
whole adrenal gland given orally. Greater clini- 
cal benefit can at times be obtained by combin- 
ing cortical administration with other glandular 
therapy for which the case may indicate a need. 

Usually the patients with Addison's disease 
received from 1 to 5 cc. daily of the supra- 
renal extract, subcutaneously or intramuscularly, 
but the authors state that a single weekly in- 
jection of 10 cc. intravenously is equally effica- 
cious. 


Dietary for Tuberculous Patients 


In J.A.M.A., Dec. 26, 1931, Dr. E. Mayer, 
of Saranac Lake, N. Y., gives the essentials of 
a dietary for tuberculous patients as follows: 
(1) The all-but-complete exclusion of sodium 
chloride, with a sodium-poor but calcium-rich 
salt compound being used as a substitute; (2) 
a large percentage of uncooked fresh vege- 
tables or vegetable extracts in the diet and 
preparation of cooked vegetables in their own 
juices in waterless cookers; (3) marked res- 
triction of meats; (4) restricted water intake; 
(5) spices to increase the flavor of the dishes; 
(6) a mineral compound, chiefly of calcium 
lactate and calcium phosphate, with calcium and 
magnesium combinations in the form of double 
salts; strontium, aluminum and silica in colloidal 
albumin combination and a cod-liver oil, each 
of these given three times a day; (7) rich fat 
and protein, but low carbohydrate elements. 
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The library is a lighthouse which indicates the course which the few 
have followed to success. 


Horgan: Reconstruction of the 
Biliary Tract 


RECONSTRUCTION OF THE BILLIARY TRACT. 
By Edmund Horgan, M.D., M.S. (in Surgery), 
F.A.C.S., Washington, D. C. New York: The 
Macmillan Co. 1932: Price $4.00. 


This volume of 181 pages gives a lucid 
description of the various methods of recon- 
struction of the biliary passages. Surgery in this 
particular region is often very difficult. The 
author describes about eighty different methods 
of procedure, the objective of which is to re- 
establish the biliary flow into normal channels, 
and has succeeded in classifying them into a few 
groups which are readily comprehensible and 
easy to understand. 


All of the operations are given in chrono- 
logic order. Brevity and extreme clarity are 
outstanding features. From a historical point of 
view, the book has no equal. One who is in- 
terested in biliary surgery will find it a veritable 
fountain of worthwhile information. 


In a resume the author sums up his work 
with an analysis of the failures and good results 
that followed the various operative procedures. 

The illustrations are pen drawings, which are 
excellently executed and illustrate the points in 
question admirably. 

In view of the fact that, in reconstruction work 
of the biliary passages, a standard technic, 
which will suit all occasions, has not as yet 
been definitely established, and various methods 
applicable to a given surgical entity will, of 
necessity, have to be resorted to, the alert 
surgeon will be able to garner from this work 
the method which will suit a given case best. 

Surgeons who are doing research work in 
biliary surgery will find the book of great aid. 
By referring to this work, they will abstain 
from a repetition of experimental studies that 
have already been carried out by others. For 
example, in the April, 1932 issue of Surgery, 
Gynecology and Obstetrics, Dr. V. L. Schrager 
and others describe an operation for the recon- 
struction of the biliary tract which they speak 
of being original. Nevertheless, in this book, 
one finds that practically the same operation 
was performed by Steubenrach over a quarter 
of a century ago, in 1905, and practiced on the 
human being by him in July, 1906. It can thus 
be seen that such pitfalls of repetition may be 
avoided by a careful study of this work. 


One of the outstanding features of the book 
is its excellent bibliography. As a whole, it 


—AUTHOR UNKNOWN. 


bridges a gap in surgical literature and the 
volume will undoubtedly be a welcome addition 
to every progressive surgeon's library. 


M. T. 


Poe: General Anesthesia 


Mopern GENERAL ANESTHESIA; A Practical 
Handbook. By James G. Poe, M.D., Lecturer 
on General Anesthesia in the Medical and Den- 
tal Departments of Baylor University; Anes- 
thesiologist of Baylor University Hospital of 
Dallas; Consulting Anesthetist to the Shriners’ 
Hospital for Crippled Children, and Parkland 
Hospital, Dallas, Texas., Etc. Second Edition, 
Completely Revised and Enlarged. With 12 
Illustrations and 2 Charts. Philadelphia: F. A. 
Davis Company, Publishers. 1932. Price $2.50. 

This work, which is now in its second edition, 
presents the essentials of the different methods 
of induction of general anesthesia in a concise 
manner for the use of general students of medi- 
cine and dentistry or for surgeons and practi- 
tioners who may wish to acquire a satisfactory 
working knowledge of the subject. 

The author has had sixteen years’ experience 
in the teaching and practice az anesthesia in a 
university clinic and this should make his manual 
of practical value to those teaching this subject. 
The fact that a second edition has been called 
for suggests that the book supplies a need. A 
chapter on local and regional anesthesia has 


been added. 


Sigerist: Man and Medicine 


Man AND Mepicine; An Introduction to 
Medical Knowledge. By Dr. Henry E. Sigerist, 
Professor at the University of Leipzig. Intro- 
duction By Dr. William H. Welch, Professor 
of the History of Medicine, The Johns Hop- 
kins University. Translated by Margaret Galt 
Boise. New York: W. W. Norton & Company, 
Inc. 1932. Price $4.00. 

When the average sick man has his abdomen 
thumped by the doctor, a stethoscope passed 
over his chest and back, his blood and urine 
examined, perhaps a roentgenogram made, and 
he is told that he has splenic anemia, what does 
he think about it all? Although the whole 
process is a vital one which concerns the pa- 
tient most intimately, yet the doctor and his 
art are still mysteries. 

Dr. Sigerist’s book on the relation of man 
to medicine is what might truly be termed 
fascinating for the layman for, after all, nothing 
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is so interesting to each of us as ourself. Here 
we have no history of medicine as such, no 
panoramic view of progress, yet all the achieve- 
ments of medical science and art are introduced 
as it were casually, so as to bring us to the 
present day aspect of things. The normal man 
and his structure and organic functions; disease, 
its development, meaning, varieties, incidence 
and consequences; medical aid, its present, past 
scope and prophylactic and curative results; 
finally, the physician himself, his status, rela- 
tion to the patient and to society in general— 
all these are treated in the seven sections which 
make up the book, each more or less indepen- 
dent of the other, yet forming a composite, 
homogeneous picture of the social and indivi- 
dual aspects of medicine in its broad humanistic 
sense as one of the fundaments of human exis- 
tence. 


The book is not one for the intelligent layman 
only, but any doctor can peruse it with pleasure 
and profit; the layman will find the language 
within his comprehension, the style easy and 
flowing, and the doctor will find philosophic and 
historical connotations of interest scattered 
through the various chapters. 


The work may, on the whole, be termed a 
humanistic view of medical science and practice, 
linking the present with the past in a sound, 
sensible and scholarly manner. It should be very 
acceptable to all who want to know about 
themselves in health and disease and their social 
relations in these regards to their fellow man. 


White House Conference on Child 
Health and Protection 


Osstetric EpucaTion. Report of the Sub- 
committee on Obstetric Teaching and Education, 
Fred Lyman Adair, M.D., Chairman. White 
House Conference on Child Health and Pro- 
tection. New York: The Century Company. 
1932. Price $3.00. 

Nutrition SERVICE IN THE FIELD. Report of 
the Subcommittee on Nutrition, Lucy H. Gillet, 
Chairman. Cuitp HeattH Centers A Sur- 
veEY. Report of the Subcommittee on Health 
Centers. J. H. Mason Knox, Jr., Chairman and 
Lillian Laser Strauss, Vice-Chairman. White 
House Conference on Child Health and Protec- 
tion. New York: The Century Company. 1932. 
Price $2.00. 

GRowTH AND DEVELOPMENT OF THE CHILD. 
Part III. Nutrition. Report of the Subcom- 
mittee on Growth and Development, Kenneth 
D. Blackfan, M.D., Chairman. White House 
Conference on Child Health and Protection. 
Ne York: The Century Company. 1932. Price 
4.00. 

The Report of the Subcommittee on Obstetric 
Teaching and Education of the White House 
Conference on Child Hygiene and Protection 
offers recommendations to improve obstetric 
practice and to lower the present alleged high 
maternal mortality rate in the United States. 

On the view that maternal mortality reflects 
on the training and education of those charged 
with maternity care, the Subcommitte made an 
appraisal of: (1) the training of physicians for 
obstetric practice, including undergraduate and 
subsequent or graduate education and training; 
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(2) the obstetric education of nurses and nurs- 
ing attendants; (3) the history, status abroad 
and status in this country, education and train- 
ing of midwives; and (4) the obstetric education 
of the laity and of social workers. 

Each of these four subjects was investigated 
by a separate subdivision of the Committee and 
their findings are given in different sections of 
the report. 

From the large amount of data collected on 
these points from various sources by the Sub- 
committee, it advocates more adequate pro- 
fessional training and points out the necessity 
of securing the recognition and support of the 
laity, without which no comprehensive plan for 
maternal care will function properly. 

The first part of the volume on Nutrition 
Service in the Field and Child Health Centers 
is devoted to the report of the Subcommittee on 
Nutrition. This is a study of nutrition work, 
explains what has so far been accomplished, 
reveals the need for nutritional education, makes 
definite recommendations for raising services to 
the required standard and describes the work of 
outstanding nutrition services for children in 
different parts of the country. It is stated that 
there are about six millions of malnourished 
children in the country. 

The second part of the book is devoted to 
the report of the Subcommittee on Child Health 
Centers. This includes a review of an extensive 
survey of child health centers, a list of such 
centers in the United States and its possessions, 
an account of the nature and scope of the work 
of these centers and the recommendations of the 
Subcommittee for improving and extending this 
important part of child welfare work. 

The third part of the report of the Committee 
on Growth and Development of the Child is 
devoted to nutrition and is published as a 
special separate volume. The results of this 
study, which involved the examination of a vast 
amount of information gathered from observa- 
tions and measurements of many individuals, 
from experimentation in the laboratories of 
Europe, the Orient and the United States and 
from the available literature on the subject, are 
presented here systematically and fully. 

This book contains both an analysis of the 
components of diet and an account of the in- 
tricate chemistry of the body. The topics of 
inquiry range from an appraisal of the national 
food supply to the feeding habits of children 
and the psychologic facts in nutrition. 


Hartrampf: Thesaurus 


HaRTRAMPF’s VOCABULARIES; Synonyms, An- 
tonyms, Relatives. By Gustavus A. Hartrampf. 
Simplified for Home, Profession, Trade,. Pupil, 


Teacher, Scholar and Savant. Atlanta, Ga.: 
Hartrampf Company. 1929. Price $5.00— Gold 
lettered Maroon Lintex. $10.00 De Luxe, beuti- 
fully embossed on bronze. 

No one who writes, even occasionally, can 
afford to be without a thesaurus, or book of 
synonyms and antonyms, as such a book is in- 
dispensable in choosing the right word for the 
right place and in avoiding tiresome repetition. 

In this book of Hartrampf’s the word lists are 
arranged on a new plan, being classified upon 
the basis of the five physical senses and the 
objects which excite them, and also upon the 
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basic qualities (such as desire and_ stability) 
and activities (such as division and change) 
and has been cordially praised by a number of 
literary persons of some note. 


Habit plays a larger part in our lives than 
most of us realize. Most men keep on buying 
the same newspaper, day after day, for no 
better reason than that they are accustomed to 
it and know where to find the items which 
particularly interest them. 


The reviewer has long used Roget's Thesau- 
rus, and, perhaps for that reason, finds its word 
arrangement easier than that here presented for 
discovering what he needs. 

Every writer must have a word book, and it 
seems probable that those who are not habituated 
to some other might find this to be just the 
thing they have been looking for. 


Medical Clinics of North America 


Mepicat Cuinics oF NortH America. New 
York Number. Volume 15, Number 5, March, 
1932. Philadelphia and London: W. B. Saun- 
ders Company. Issued serially, one number 
every other month. Per Clinic year, July, 1931 
to May 1932. Price, Paper, $12.00; Cloth, 
$16.00. 

The March, 1932 number of the Medical 
Clinics of North America is devoted to 25 
papers and presentations of cares from Clinics 
of the city of New York. Dr. H. O. Mosenthal 
opens with the discussion of 5 cases of Bright's 
disease. There is a good account of the clinical 
aspects of pyloric and duodenal stenosis, by 
Drs. I. W. Held and A. A. Goldbloom. Dr. 
W. S. Pugh discusses polycystic kidneys. The 
neuropsychiatric staff members of the New York 
Post-Graduate Medical School present 10 clini- 
cal cases of various neurologic and psychiatric 
syndromes. There is an excellent contribution 
by Dr. H. N. Vermilye on rheumatic fever in 
childhood and one on congenital heart disease 
by Dr. S. A. Cohen. Dr. S. Fiske presents a 
paper on an unusual subject—ptosis of the 
hepatic flexure— supported by some clinical 
cases, and suggests that this condition occurs 
rather frequently but is overlooked. 


Surgical Clinics of North America 


Tue Surcicat Ciinics or NortH AMERICA. 
New York Number. Volume 12, Number 2, 
April, 1932. Philadelphia and London: W. B. 
Saunders Company. Issued serially one number 
every other month. Per clinic year (February, 
1932 to December, 1932). Paper, $12.00; Cloth, 
$16.00. 

The April 1932 issue of the Surgical Clinics 
of North America is a New York Number. It 
contains many contributions, mostly short ones 
or isolated case reports. 

Besides the regular individual clinic papers, 
there are three symposiums: one on the liver 
and gall-bladder; one on diseases of the thy- 
roid; and one on diseases of the breast. 

Clinical papers which should most interest 
general practitioners are: “Stones in Common 
and Cystic Bile Ducts” and “Results of Short-Cir- 
cuiting Procedures for Common Duct Obstruc- 
tion,” by Dr. A. O. Whipple; “Fracture at 
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Lower End of Humerus,” by Dr. J. M. Hitzrot; 
“Undescended Testes in Children,” by Dr. C. F. 
Farr; “Selection of Patients for Operation with 
Gastric and Duodenal Ulcer,” by Dr. J. D. 
Hinton; “Pitfalls in Roentgenological Diagnosis 
of the Gastro-Intestinal Tract,” by Dr. R. 
Lewisohn; and “Clinical Demonstration of the 
McCarthy Technic of Endoscopic Revision of 
Prostatic Obstruction” by Drs. J. F. McCarthy 
and J. S. Ritter. 

The papers making up the symposiums deal 
with the most vital present-day aspects of the 
subjects discussed. 


Garland: Youngest of the Family 


THe YOUNGEST OF THE Famity; His Care 
and Training By Joseph Garland, M.D., Physi- 
cian to Children’s Medical Department, Massa- 
chusetts General Hospital; Consulting Pediatri- 
cian, Massachusetts Eye and Ear Infirmary; 
Instructor in Pediatrics, Harvard Medical School. 
Cambridge, Massachusetts: Harvard University 
Press. 1932. Price $2.00. 

This little book, written by a pediatrician of 
experience, deals with the correct management 
of the infant from birth to the preschool age. 
It is designed to meet conditions of life as they 
are today and inculcates the findings of modern 
science in regard to nutrition and general hy- 
giene of the child. 

Physicians may recommend this to the ex- 
pectant or inexperienced mother or to others 
who have to do with the care, nurture and 
direction of young children. 


Abderhalden: Biologic Research 
Methods 


HaANDBUCH DER_ BIOLOGISCHEN ARBEITS- 
METHODEN. Unter Mitarbeit von 900 bedeuten- 
den Fachmdnnern herausgegeben von Geh. Med. 
‘Rat Prof. Dr. Emil Abderhalden, Direktor des 
Physiologischen Institutes der Universitat Halle 
a.d. Saal. Abt. VIII, Methoden der experimen- 
tellen morphologischen Forschung, Teil 2, Heft 
6. Berlin: Urban & Schwarzenberg. 1932. Price 
KM 12.50. 

Part 6, Section 2 of Volume 8 of Abderhal- 
den’s extensive work on methods of biologic re- 
search, includes a contribution by Cramer, of 
London, on experimental cancer, and one by 
Collier, of Berlin, on the morphology and 
demonstration of spirochetes. 


Rockefeller Foundation: Methods of 
Medical Education 


METHODS AND ProsBLeMs OF MepicaL Epu- 
CATION. Twentieth Series. New York: The 
Rockefeller Foundation. 1932. Price. Gratis up- 
on request. 

The series of monographs on methods of 
medical education. published by the Rockefeller 
Foundation, have been designed for the pur- 
pose of providing detailed plans and other in- 
formation regarding what is being done else- 
where, for those who are planning new or 
remodeling old institutions of medical teaching. 
There are now 20 such series of monographs. 
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The twentieth series contains information 
regarding departments for instruction or research 
in special medical and allied subjects in Yale 
University School of Medicine, in the American 
University of Beirut especially, and in a few 
other such departments in different medical 
teaching centers of the world. 

The monographs may be obtained without 
cost by those who have use for them. 





Practical Medicine Series: 
Neurology and Psychiatry 


PracticAL Mepicine Serizs. Comprising 
Eight Volumes on the Year's Progress in Medi- 
cine and Surgery. 

NeuroLocy. Edited By Peter Bassoe, M.D., 
Clinical Professor of Neurology, Rush Medical 
College of the University of Chicago. Psy- 
CHIATRY. Edited By Franklin G. Ebaugh, A.B., 
M.D., Professor of Psychiatry, University of 
Colorado Medical School; Director, Colorado 
Psychiatric Hospital; Associate Director Division 
of Psychiatric Education, the National Com- 
mittee for Mental Hygiene. Series 1931. Chicago: 
The Year Book Publishers Inc. 1932. Price 
$2.25. 

The volume on Neurology and Psychiatry of 
the Practical Medicine Series of year books for 
1931 dissociates the two subjects under separate 
editorial supervision. The enlarged volume con- 
tains 454 contributions, culled from 100 Ameri- 
can and foreign publications. 

The selection, abstracting and editing appear 
to have been carried out with discrimination as 
to their value and the book should give practi- 
tioners and specialists concerned a good sum- 
mary of the worthwhile literature of the year. 





Howard: Insect Menace 


THe Insect Menace. By L. O. Howard: 
Illustrated. New York and London: The Cen- 
tury Company. 1931. Price $3.50: 

he author. who is a former chief entomo- 
logist of the U. S. Department of Agriculture, 
writes a fascinating book, rather suggesting that 
man’s principal concern for the future will be 
an unending war which might ultimately re- 
sult in his annihilation by the insects. These, 
in their evolution of at least 40 million years 
have developed persistent types that can with- 
stand almost any natural cataclysm. However, 
there are factors which the author only lightly, 
if at all, touches upon which always tend to 
preserve equilibrium between the mineral, vege- 
table and animal kingdoms, to say nothing of 
individual genera and species. Otherwise, in 
the long ages past, the insects would have 
destroyed all other living forms. 

Although Dr. Howard entitles his book a 
menace, it seems by no means to be his inten” 
tion to convey the impression of an impending 
calamity likely to overwhelm the human race. 
Rather he recites the various economic factors 
in man's progressive civilization that favor the 
widespread dissemination of insects, such as 
methods of agriculture, the imports and exports 
of goods that act as carriers, the steamship, the 
-ailroad and even the airplane. 

The measures taken throughout the civilized 
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world to stamp out insect plagues are enume- 
rated, and, especially in the United States, the 
story of the Rocky Mountain locust invasions 
of the ‘70's, the story of the cotton boll-weevil 
and that of the Mediterranean fruit fly. 

There is one point that is not brought out 
in Dr. Howard's book, perhaps because it does 
not come within its purpose, and this is the 
beneficial part played by insects in nature's 
economic plan. The destructive activity has been 
much studied and is stressed, but it is just 
possible that the countless hordes and the in- 
finite varieties of insect life form a necessary 
link in the working out of nature’s evolutive 
plans. 

Another point that Dr. Howard skims over 
is man’s superior intelligence which is increas- 
ing while, as he shows, that of the insects has 
remained stationary for many million years. 

The fact that Dr. Howard has spent more 
than 60 years, officially and otherwise, in the 
study of insect life gives his book the authority 
of knowledge. It should awaken in physicians, 
as in all others, a renewed interest in man’s 
warfare against insect pests, by bringing some 
of the possibilities home to us; in any case it 
is fascinating reading which, though written 
for the public in a popular style, gives the 
scientific facts in a way that will be of intere.t 
even to entomologic specialists. 





Ome 


Phillips: Meet the Germans 


Meet THE GERMANS. In which an American 
Sees the New Germany through its People. By 
Henry Albert Phillips. With 34 Illustrations. 
Philadelphia and London: J. B. Lippincott Com- 
pany. 1929. Price $3.00. 

The author of this volume spent a year travel- 
ing about in the lesser-known towns and country 
districts of Germany, as well as in the famous 
cities frequented by tourists, and here he gives 
a picture of that interesting country as it ap- 
peared to him, ten years after the War. 

The book contains a number of good photo- 
graphs, with maps on the cover linings. 

While not intended to be a guide book, it 
should prove valuable to one visiting Germany, 
and will be found entertaining by those who 
enjoy easy-chair traveling. 


M. L. C. 





Rasmussen: Nervous Pathways 


THe Principa, Nervous PatHways. Neuro- 
logical Charts and Schemas with Explanatory 
Notes. By Andrew Theodore Rasmussen, Ph.D., 
Professor of Neurology, Department of Ana- 
tomy, University of Minnesota, Medical School, 
Minneapolis, Minn. New York: The Macmillian 
Company. 1932. Price $2.50. 


In this work the principal human nervous 
pathways are shown by means of neurologic 
charts and schemas, with explanatory notes. 
They are the results of many years planning and 
are intended to aid medical students and others 
in acquiring a fairly accurate knowledge of the 
more important nervous pathways in the cen- 
tral nervous system and their relations to the 
peripheral nerves. Facilitation of such acquire- 
ment by students is considered by the author as 
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more or less necessary, owing to the limited 
time given in teaching curriculums to neurologic 
studies, as well as the necessity of the knowl- 
edge for diagnostic purposes. 

The book should be valuable to teachers of 
neurology and to clinical neurologists, as well as 
to general practitioners and students. The book- 
work is excellent. 


Promote health audits. Send for your 
copy of “Who’s Your Health Banker.” 


Peebles: Medical Care in Vermont 


A Survey OF THE MEDICAL FACILITIES OF 
THE STATE OF VERMONT. By Allon Peebles, 
Ph.D., Chicago: The University of Chicago 
Press. 1932. Price $1.50. 

Publication No. 13, of the Committee on the 
Costs of Medical Care is a survey of the medical 
facilities of the State of Vermont. It includes 
a state-wide study and detailed investigation of 
the whole medical problem in two typical coun- 
ties. 

There are 435 regular physicians in Vermont, 
31 osteopaths and about 80 other irregulars. It 
is interesting to note that osteopaths here earn, 
on the average, a net income higher than that 
of the physician or dentist; the dentist's income 
approximates that of the doctor. 

The survey suggests, generally, that while the 
total expenditure for medical services of all kinds 
is sufficient to provide the people of this state 
with adequate medical service, including public 
health supervision, yet a large part of this 
expenditure is for self-medication and for ir- 
regular practitioners’ services. Neither is the 
regular profession fully employed nor are the 
people adequately served. The problem seems 
to be one of adjustment of expenditure and edu- 
cation of the people so as to obtain the best 
for the money. 


Leffkowitz: Blood Sedimentation 


Diz BLUTKORPERCHENSENKUNG; Erfahrun- 
gen und Bericht tiber die Literatur der letzten 
drei Jahre. Von Dr. Max Leffkowitz, Oberarzt 
der II. Inneren Abteilung des stddtischen Kran- 
kenhauses Moabit. Mit 3 Abbildungen im Text. 
Berlin und Wien: Urban & Schwarzenberg. 
1932. Price Geh. RM 2.50. 

The author's short monograph reviews the 
literature of the past three years regarding 
sedimentation of the red blood corpuscles, es- 
pecially in relation to certain pathologic condi- 
tions. His own observations are based on more 
than 40,000 estimations, made on about 30,000 
patients since 1921, from which, generally, he 
finds that sedimentation is a non-specific reac- 
tion. 
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Reed: Midwives, Chiropodists and 
Optometrists 


Mipwives, CHIROPODISTS, AND OPTOME- 
TRIsts; Their Place In Medical Care. By Louis 
S. Reed, Ph. D. Chicago:' The University of 
Chicago Press. 1932. Price $1.00. 

This pamphlet is Publication No. 15 of the 
Committee on the Costs of Medical care. 


The; summary of the survey throughout the 
country shows that these practitioners exist 
because there is need and demand for their 
services — services which doctors of medicine, 
for various reasons, have failed to provide. 


It is astounding that, at this time, almost 15 
percent of the confinements in this country 
should be attended by midwives. A first step 
in better obstetric care must be the elevation of 
the standards of this group or their replacement 
by more competent practitioners. 


From the public’s point of view, it would be 
advantageous if these practitioners, instead of 
practicing independently, could be brought to 
practice along with and under the direction of 
doctors of medicine. Such a change in the 
position of these groups would entail for them, 
if the experience of the nurse may be taken as 
precedent, neither the loss of group identity 
nor a decline of professional status. 


So long as medical practice continues on its 
present basis, midwives, chiropodists and opto- 
metrists will probably continue to practice as 
heretofore. 


Educate your patients. Your copy of 
“What About Heart Disease?” is ready 


now. 


Schaffer-Zieler-Siebert: Skin Diseases 


J. SCHAFFERs BEHANDLUNG DER HauT-UND 
GESCHLECHTS-KRANKHEITEN, Achte, vermehrte 
und verbesserte Auflage. Bearbeitet von Dr. 
Karl Zieler, 0.6 Professor und Vorstand der 
Universitdtsklinik und Poliklinik fiir Haut und 
Geschiechtskrank in Wiirzburg und Dr. Con- 
rad Siebert, bisher leitender Arzt der Abteilung 
fiir Haut-und Geschlechtskranke am Kranken- 
hause Berlin-Lankwitz. Mit 87 Abbildungen im 
Text. Berlin: Urban & Schwarzenberg. 1932 
Price geb. RM 13.80. 


This handy practical manual of the treat- 
ment of skin and venereal diseases, for those 
who read German, has now reached its eight 
edition. The first part deals with the general 
methods and armamentarium employed: in cu- 
taneous disease therapy, with an addendum on 
the treatment of specific skin lesions; the second 
part deals with the treatment of gonorrhea and 
syphilis. 
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Tue STEREOTYPED MIND 


The stereotyped mind is the dead mind —the mind that has aband- 


oned healthy and increasing development. 


If our minds were not 


given us to reason with, why were they given us at all? — WILLIAM 


Dubey PELLEY. 
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Physician Heads Chemical Warfare 
Service 


The chief of the Chemical Warfare 
Service, U. S. Army, is a physician, Major 
General Harry L. Gilchrist, a native of 
Iowa, graduate of the Medical School of 
Western Reserve University and honor 
graduate and medalist of the Army Med- 
ical School. 

General Gilchrist’s service has been 
noteworthy. Besides the outstanding work 
in chemical warfare, which gained him his 
present appointment, he was health officer 
of Manila during the Philippine Insurrec- 
tion; commander of British General Hos- 
pital No. 9 at Rouen, France, and of the 
typhus expedition to Poland, in 1919; and 
chief of the Medical Research Division, 
Washington, D. C. 

He holds the Distinguished Service Medal 
of the U. S. Army; the British General 
Service Medal; the Cross of the Valiant, 


of Poland; and is an Officer of the Legion 
of Honor, of France. During the War he 
was cited for especially meritorious service 
by General Pershing and by Sir Douglas 
Haig. 


Hospital Technic 


The International Hospital Association 
is sponsoring a rather elaborate course in 
hospital technic, to be given at Frankfort 
am Main, Germany, Sept. 29 to Oct. 8, 
inclusive, 1932. No instruction of this kind 
has ever been offered before. 

Those who are interested should write 
at once to Geheimrat Dr. Alter, 5 Mooren- 
strasse, Dusseldorf, Germany, for full par- 
ticulars. 


Congress of Oto-Rhino-Laryngology 


The Second International Congress on 
Oto-Rhino-Laryngology will be held in 
Madrid, Spain, Sept. 27 to 30, inclusive, 
1932. 

Arrangements are being made for a per- 
sonally conducted trip for the American 
delegation, and the prices seem reasonable. 

Those who are interested can obtain full 
details from Marcel Colin, 8 Investment 
Bldg., Washington, D. C. 


X-Rays for Cincinnati Health Center 


The Board of Health of Cincinnati has 
recently installed an x-ray apparatus at its 
Health Center, for making early diagnoses 
in cases of suspected tuberculosis which 
come to the Center for study. 

This installation was made possible by a 
gift from a philanthropic citizen, but the 
wisdom of such a plan is open to some 
doubt, when one remembers how some 
municipal matters of this sort are handled, 
and that the x-ray departments of many 
hospitals are far from busy. Might it not 
be a better idea to send such patients to 
the hospitals and use and pay the regular 
roentgenologic departments for doing this 
work? 





MEDICAL NEWS 


© Wide World Photos. 


Making Child Dentistry Easy 


A doll-house instrument case, designed 
especially for use by dentists in treating 
children, was a novel innovation at the 
annual Michigan Dental Association con- 
vention. Instead of a forbidding trayful 
of instruments being exposed to the fright- 
ened child’s view, the dentist pulls out a 
drawer inserted in the front of the fascinat- 
ing doll-house. 


Cheap Living in Germany 


At present prices, the person with some 
money saved and nothing in particular to 
do could spend the summer in Germany 
more cheaply than he could take a similar 
vacation trip at home. One can now buy a 
round-trip transatlantic ticket for as little 
as $175, and reports have been received 
that prices for all sorts of things, from 
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meals to opera tickets, have been much 
reduced. 

Especially the famous spas have prac- 
tically all reduced their rates, so that the 
fee for the baths, at most of them, run 
from about fifteen to fifty cents a day. 
At Schierke, in the Harz, they make no 
charge for the “cure,” which is included 
in the hotel charge of from $12 to $20 a 
week, for room and board. Board and room 
in the Thuringian resorts can be had for 
from $1.25 to $2.00 a day. 


Why Not Go Fishing? 


Scores of people are planning their vaca- 
tions this summer with two objectives in 
view. They are figuring closely on a mini- 
mum of expense with a maximum of real 
rest. 


There is a resort in northern Minnesota, 
easily accessible either by rail or motor, 
which solves the problems of economy and 
real recreation. It is, also, the unfailing 
source of good fishing. This resort is Cabin 
Camp, at Boy River, Minnesota. The pro- 
prietor, R. P. Brown, is a brother-in-law 
of Dr. A. S. Burdick, the former editor of 
this journal, and is well known to many 
professional men. 

Cabin Camp is an ideal place for the 
Doctor's vacation and for his patients, par- 
ticularly those who enjoy fishing, boating, 
bathing, hiking and tennis. 


Summer School Courses in Public 


Health Work 


The leading American Universities have 
arranged summer courses in Public Health 
and general health education. The programs 
are published in Amer. J. Pub. Health (450 
Seventh Avenue, New York City), May, 
1932. There are 29 such courses varying 
in length from one to several weeks ac- 
cording to the Institution. 
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Send: For: This: Literature 
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To assist doctors in obtaining current 
literature published by manufacturers of 
equipment, pharmaceuticals, physicians’ sup- 
plies, foods, etc., CLINICAL MEDICINE AND 
SurGery, North Chicago, IIl., will gladly 
forward requests for such catalogues, book- 
lets, reprints, etc., as are listed from month 
to month in this department. Some of the 
material now available in printed form is 
shown below, each piece being given a key 
number. For convenience in ordering, our 
readers may use these numbers and simply 
send requests to this magazine. Our aim is 


A- 47 Campho-Phenique 
Minor Surgery. 


Company. 


in Major and 
Campho-Phenique 


Everything for the Sick. Lindsay 
Laboratories. 


“Facts Worth Knowing.” Intra- 
venous Products Co. of America, 
Inc. 


Prophylaxis. August E. Drucker 


Co. 


Arthritis. Its Classification and 
Treatment. Battle & Co. 


The Incidence of Eczema in Skin 
Diseases in about 20 percent. Bil- 
huber-Knoll Corp. 


Bedtime Nourishment. Mellin’s 


Food Co. 


Balance, the Importance of the 
Acid-Base Equilibrium of the Body. 
The BiSoDol Company. 


Urinary Tests and Color Charts for 
Practical Use in Office Diagnosis. 
Od Peacock Sultan Co. 


Detoxification in the Treatment of 
Intestinal Infections. The Wm. S&S. 
Merrell Company. 


HVC (Hayden’s Viburnum Com- 
pound). New York Pharmaceutical 
0. 


to recommend only current literature which 
meets the standards of this paper as to re- 
liability and adaptability for physician’s use. 

Both the literature listed below and the 
service are free. In addition to this, we 
will gladly furnish such other information 
as you may desire regarding additional 
equipment, or medicinal supplies. Make use 
of this department. 

When requesting literature, please specify 
whether you are a doctor of medicine, den- 
tistry, medical student, or registered phar- 
macist, or a nurse. 


A-587 Ethical Health Bulletin No. 1, New 


York Pharmaceutical Co. 


‘A Few Notes Regarding Psycho- 
senna Fellows Medical Mfg. Co. 
ne. 


The Therapeutic Value of Chemical 
— Fellows Medical Mfg. Co., 
ne. 


The Pneumonie Lung. Its Physical 
Signs and Pathology. The Denver 
Chemical Mfg. Co. 


A-610 Bischoff Pharmaceutical Special- 


ties. Ernst Bischoff Co., Inc. 


Vera-Perles of Sandalwood Com- 
pound. The Paul Plessner Com- 
pany. 


Taurocol. The Paul Plessner Co. 


Specific Urethritis—Gonosan “Rie- 
del.” Riedel & Co., Inc. 


Vitamin D needed for proper cal- 
cification and tooth health—at all 
ages—recent experiments show. 
Standard Brands, Incorporated. 


Foxglove Farm, New Thoughts on 
Digitalis Action and _ Dosage. 
Upsher Smith Co. 





SEND FOR THIS LITERATURE 


Niazo, Schering, a Modern Genito- 
Urinary Antiseptic for Oral Use. 
Schering Corporation. 


Science’s latest contribution to fe- 
male sex hormone therapy—Prog- 
ynon. Schering Corporation. 


Ergoapiol (Smith) and Glykeron. 


Martin H. Smith Co. 


The Modern Status of Diabetes. 
Battle & Co. Chemists’ Corporation. 


A Selected Bibliography on the 
Technique of Contraception and 
Social Aspects of Birth Control. 
Holland-Rantos Co. 


Ultraviolet Radiation—What, Why 
and How, by George E. Crosley, 
M.D. The Burdick Corporation. 


Light Therapy Supplement. Preg- 
nancy and Lactation, a Review for 
Physicians. The Burdick Corpora- 
tion. 


Achievement. Walter Janvier, Inc. 


The Illinois Post-Graduate Medical 
School Bulletin. The Illinois Post- 
Graduate Medical School, Inc. 


Inflammation a nd _ Congestion. 
Numotizine, Inc. 


The Gastric Temperament — Cal- 
Bis-Ma. William R. Warner & Co., 
Inc. 


Why Doctors Buy and Use “Nevers- 
slip.” “NSS” Sales Co., Mfrs. 


“Storm” Binder and Abdominal 
Supporter. Katherine L. Storm, 
M.D. 


High Blood Pressure, Its Causes 
and Symptomatic Treatment. The 
Drug Products Co., Ince. 


Pit-Ren for Pneumonia, Asthma and 
Related Allergic Reaction. The 
Drug Products Co., Inc. 


A-697 


A-708 
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Formulary of the Products of the 
Laboratoire Nativelle, Paris. E. 
Fougera & Co., Inc. 


Semmelweis — Agarol. Wm. R. 


Warner & Co., Inc. 


Rheumatism Down the Ages. Scher- 
ing & Glatz, Inc. 


A Cold for a Day... Then—Alka- 
Zane. Wm. R. Warner & Co., Inc. 


National Hay Fever Antigens. The 
National Drug Company. 


Bismuth, the Modern Factor in 
Syphilis Therapy. E. Fougera & 
Company, Inc. 


The Female Sex Hormone, Plestrin. 
The Harrower Laboratory, Inc. 


Toxemia and High Blood-Pressure, 
Anabolin. The Harrower Labora- 
tory, Inc. 


‘A new form of Therapy for Mid- 
dle Ear Disease, Tinnitus Aurium, 
Deafness and Vertigo. E. Fougera 
& Co., Inc. 


Complete Urinary Antisepsis. E. 
Fougera & Co., Inc. 


80 Percent Results at the Meno- 
pause. The Harrower Laboratory, 
Inc. 


Golonic Therapy: Mechanics and 
Technic by James W. Wiltsie, M.D. 
Schellberg Mfg. Corp. 


Bad-Nauheim. Its Clinical Indica- 
tions and Methods of Treatment. 
Medical Society of Bad-Nauheim 
(Germany). German Tourist Infor- 
mation Office. 


Tonicine. Reed & Carnrick. 


From “Poultess” to “Cataplasm — 
Plus.” Numotizine, Inc. 





